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90-351WORKERS COMPENSATIONBOARD

RULEs
90-351WORKERS' COMPENSATION BOARD

The Workers' Compensation Board promulgates these rules pursuam el 32S.A. §152(2).

CHAPTER 1 PAYMENT OF BENEFITS

8§ 1. Claims for Incapacity and Death Benefits

1. Within 14 days of notice or knowledge of a claim for incapacity or death benefits
for a workrelated injury, the employer or insurer will:

A. Accept the claim and file a Memorandum of Paynodmcking
"Accepted"; or

B. Pay without prejudice and file a Memorandum of Payment checking
"Voluntary Payment without Prejudice"; or

C. Deny the claim and file a Notice of Controversy.

2. Notice of the claim must be provided consistent withA39.R.S.A. 8 301, or to
the empl oyerds insurance carrier at the
Insurance.

3. If the employer fails to comply with subsection 1 of this section, the employee
must be paid total benefits, with credit for earnings and othgrtsry offsets,
from the date the claim is made in accordance witA 38.R.S.A. § 205(2) and
in compliance with 3A M.R.S.A. § 204. The employer may discontinue benefits
under this subsection when both of the following requirements are met:

A. The enployer files a Notice of Controversy; and

B. The employer pays benefits from the date the claim is made. If it is later
determined that the average weekly wage/compensation rate used to
compute the payment due was incorrect, and the amount paid was
rea®nable and based on the information gathered at the time, the violation
of subsection 1 of this section is deemed to be cured.

4, Payment under subsection 3 of this section requires the filing of a Memorandum
of Payment.
5. Benefits paid under this seati are indemnity payments and are credited toward

future benefits in the event that benefits are ordered or paid.



90-351WORKERS COMPENSATIONBOARD

§ 2.

§ 3.

§ 4.

§ 5.

6. Failure to comply with the provisions of subsection 1 of this section may also
result in the imposition of penalties pursuant teA3M.R.S.A. 88 205(3), 359,
and 360.

7. This rule applies to all dates of injury and all pending claims.

Payment without Prejudice
1. Payment without prejudice does not constitute a payment scheme.

2. If no payment scheme exists, the employer may edususpend the payment of
benefits pursuant to 38 M.R.S.A. 8 205(9)(B)(1). The provisions of-29
M.R.S.A. § 214 do not apply to compensation payments that are made without
prejudice.

3. Failure to file a Memorandum of Payment or a Notice of Coetiyvwithin 14
days from the date of incapacity does not create a compensation payment scheme
under 39A M.R.S.A. 8§ 102(7).

Provisional Orders

Mediation need not be held prior to issuance of an order unde@mMB®R.S.A. § 205(9)(D).
All orders undeB9-A M.R.S.A. § 205(9)(D) shall be issued only by Administrative Law
Judges.

[Reserved]

Fringe Benefits

1. Fringe or other benefits shall be defined as anything of value to an employee and
dependents paid by the employer which is not indudehe average weekly
wage. When the employer has paid the employee a sum to cover any special
expense incurred by the employee by the
that sum shall not be considered a fringe benefit. For those companies which
selffund health and dental coverage, the value of such health and dental coverage
shall be equal to the cost to the employee for maintaining such coverage pursuant
to the federal C. O. B. R. A -injupycantvbutonsons | e

A. A "fringe or other benefit" pursuant to 8§ 102(4)(H) shall include, but is not
limited to, the following:

(1) Forthosewhodonotsdifund, the employerds co
heal th, dental and disability ins
contribution;
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(2) Forthsewhoself und di sability, the empl c
disability benefits | ess the empl

B The employerds cost to provide pe
403(b), or equivalent plan matching funds that cease being paid
becaus¢ he empl oyee is not working. T
include 401(k), 403(b), or equivalent plan matching funds ends
when the employee returns to work for the employer;

(4) The fair market value of employerovided meals and/or housing;

(5) Theemp oyer 6s cost of providing uti/l
associated with the provision of housing; and

(6)  The value of using a company vehicle for personal purposes; and

(7’ The employerds cost to provide | i
empl oyeedsn. contributio

The following generally shall not be considered a "fringe or other benefit"
pursuant to § 102(4)(H):

(1)  The cost of uniforms provided by the employer for use in the
employment;

(2)  Employer contribution to Social Security, unemployment insurance
orwor kersd compensation insurance,;

(3) A company vehicle for which the employee must reimburse the
employer for personal use;

(4)  Charitable contributions and/or matching gifts;
(5) Company sponsored picnics and other social activities; and

(6) Reimbursemes for travel, parking, etc.

2. Average Weekly Wage Calculation

A.

In all cases of more than seven (7) days lost time, the employer/ insurer
shall <calculate the empl oyeeds aver a
injury and file form WCB-2.

The employ#insurer shall determine the value of all fringe benefits on the

date of injury and shall file form WGBB within the timeframe

established in 3% M.R.S.A. § 303. The employer/insurer shall

recal cul ate the employeeds fisver age w:
cease being paid by the employer. The employer must notify the insurer

and the employee within seven (7) days when fringe benefits cease. The
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insurer or selinsured employer shall file form WGCB if the inclusion of
fringe benefits results in incread compensation to the employee.

C. The employer/insurer may adjust the average weekly wage one time using
form WCB-4 within 90 days after making the first lost time payment on a
claim to correct an error or miscalculation. The employee may invoke
disputeresolution if this adjustment results in decreased compensation. If
greater than 90 days, the employer/insurer shall use form-8/CB

3. Calculating benefits

The fringe benefit package of any subsequent employers must be included in the
computation of the mp | o y e-igjdrysearpimgsto the same extent that it is
included i n timueyaemrage weeklyewade.sThegrmges included

in the emplngwuaegdbsxsapmndtngs shall be compu
cost of the fringe benefits ondldate benefits commence.

8 6. Notices of Controversy

All Notices of Controversy shall initially be referred to the Office of Troubleshooters
where an attempt shall be made to informally resolve the dispute. If the Office of
Troubleshooters is unable tesolve the dispute, the Notice of Controversy shall be
scheduled for mediation.

8 7. The Wage Statement (WGBH, Schedule of Dependent(s) and Filing Status Statement
(WCB-2A), Memorandum of Payment (WGB, Discontinuance or Modification of
Compensation (\UB-4), Certificate of Discontinuance or Reduction of Compensation
(WCB-8), Lump Sum Settlement (WCHB)), Statement of Compensation Paid (WCB
11), and the Empl oye e 0 s231rRshdll befied withtheWor k Re p
Boardos Cent r alStat®IHduse Station #87, Augugta) Bldina 04333
0027. These forms shall be distributed as followsWb)r k er s6 Compensati or
Employee, (3) Insurer, and (4) Employer.

The Notice of Controversy( WCB) and t he Empl oyerdédd First |
Injury or Disease (WCH)) shall be filed and distributed as set forth in W.C.B. Rule
Ch.3, 8 4.

8§ 8. The Employment Status Report (W€B0) shall be distributed as follows: (1)
Employee, (2)nsurer, and (3) Employer.

8 9. The Request for Expedited Pesding (WCB250) shall be attached to the front of the
appropriate petition and supporting documents.

8 10. Cancer Presumption for Firefighters

This rule applies to all/l cases now pending
which the evidence has ndbsed and in which the statute applies. For all dates of injury
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occurring before the effective date of these rules;saation 1 applies. For all dates of
injury occurring on and after the effective date of these rulessesctipn 2 applies.

1. If a firefighter claims that he has contracted a cancer defined in-B@2@\), the
firefighter shall be considered to have undergone a standard, medically acceptable
test for evidence of the cancer for which the presumption is sought or evidence of
the medicatonditions derived from the disease, which test failed to indicate the
presence or condition of the cancer for which the presumption is sought, if, during
the time of employment as a firefighter, the firefighter underwent a standard
physical exam with bled work and the examination and the blood work were not
positive for the cancer for which the presumption is sought, or if the examination
or blood work were positive for the cancer for which the presumption is sought,
follow up tests ordered by the phyisiec conducting the physical were determined
to be negative for the cancer for which the presumption is sought.

2. If a firefighter claims that he has contracted a cancer defined in-B@2@\), the
firefighter shall be considered to have undergoneralata, medically acceptable
test for evidence of the cancer for which the presumption is sought or evidence of
the medical conditions derived from the disease, which test failed to indicate the
presence or condition of the cancer for which the presumisti@ought, if, during
the time of employment as a firefighter, the firefighter underwent a physical
examination which included a complete history and physical examination, which
included a history of mali gmeltedci es rega
parents, grandparents or siblings, and a
malignancies. The physical examination shall be considered complete if it
included a lymph node and neurologic exam, a breast examination, and a
testicular examination if a mal€o be considered complete, an examination shall
include blood count testing (CBC), metastolic profile (CMP) testing, and
urinalysis testing. If a female firefighter is 40 years or older, the examination
should include a mammography, and if a female fite@r is 50 years or older, a
colonoscopy. If a male firefighter is 50 years or older, the examination shall
include prostate examination and a colonoscopy. If any abnormality is disclosed
during the examination or blood work for the cancer for which thsymption is
sought and further testing reveals that the cancer for which the presumption is
sought is not present, the examination shall be considered adequate for purpose of
the application of the presumption. For the purpose of determining the
complet@ess of an exam or testing for application of the presumption, the
firefighterds age at the time of the ex

3. If an examination or blood work is determined to be incomplete or positive for
one or more cancers but not for the cancewtuch the presumption is sought
and the examination and blood work were complete and not positive for the
cancer for which the presumption is sought, the firefighter is entitled to the
presumption provided the remaining requirements of S88h8ve been et.
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8 11. PostInsolvency Meeting between the Board and the Maine Insurance Guaranty

Association

1. Within 180 days of notice of insolvency to the Board or its designee and the
Mai ne I nsurance Guaranty Association (AN
Executive Directordés designee shall sche

2. During the meeting, MIGA shall provide the Board with a report detailing:

A. When it obtained the claim records of the insolvent insurer;
B. The number of claim records it received frdm insolvent insurer broken
down by:

i. Active claims;
ii. Claims that are not active but still within the statute of limitations; and
iii. Claims that are beyond the statute of limitations;

C. A description of the condition of the claim recordshd insolvent insurer;
and

D. The steps MIGA has taken to ensure the claims are being adjusted in a
timely manner.

3. During the meeting the Executive Direct
shall provide MIGA with a report detailing the numbectziim records it has
broken down by:

i. Active claims;
ii. Claims that are not active but still within the statute of limitations; and
iii. Claims that are beyond the statute of limitations.

4. At the conclusion of the meeting, the Board or its dessgghall determine
whether a followup report from MIGA or an additional meeting is required to
ensure claims are being adjusted in a timely and accurate manner.

STATUTORY AUTHORITY: 39A M.R.S.A. § 152(2), § 403(1)

EFFECTIVE DATE:
January 8, 1993 (EMERENCY)
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EFFECTIVE DATE OF PERMANENT RULE:
April 7, 1993

AMENDED:
March 1, 1995
March 12, 1995
June 20, 1995

EFFECTIVE DATE (ELECTRONIC CONVERSION):
April 28, 1996

AMENDED:
July 7, 1996

NON-SUBSTANTIVE CORRECTIONS:
September 12 and October 9, 1996inor spelling and formatting

AMENDED:
November 29, 1997 Section 5
May 23, 1999 Section 10 added

NON-SUBSTANTIVE CORRECTIONS:
October 26, 1999 minor punctuation

AMENDED:
September 24, 2004iling 2002-349 affecting Section 7

NON-SUBSTANTIVE CCRRECTIONS
January 8, 2003character spacing only

AMENDED:
June 24, 2007 filing 2007-250 affecting Section 7
August 22, 2009 filing 2009-442, removed Section 10
April 2, 20121 filing 2012-94, Section 1 only
August 15, 2012 filing 2012-227, Setion 10 only

REPEAL AND REPLACE:
August 18, 2014 filing 2014-16771 186

AMENDED:
September 1, 2018filing 2018-122- 136
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CHAPTER 2 SECTION 213 COMPENSATION FOR PARTIAL INCAPACITY

8§ 1. Permanent Impairment Threshold

1. The permanent impairment threshold for cases with dates of injury on or after
January 1, 1993 and before January 1, 2002 is in excess of 11.8%.

2. The permanent impairment threshold for cases with d&iegioy on or after
January 1, 2002 and before January 1, 2004 is in excess of 13.2%.

3. The permanent impairment threshold for cases with dates of injury on or after
January 1, 2004 and before January 1, 2006 is in excess of 13.4%.

4. The permanent imgorment threshold for cases with dates of injury on or after
January 1, 2006 and before January 1, 2013 is in excess of 12%.

§ 2. Extension of 260-week limitation in § 213
The 260week benefit limitation in § 213 was extended to:

312 weeks on Janpal, 1999;

364 weeks on January 1, 2000;
416 weeks on January 1, 2007;
468 weeks on January 1, 2008; and
520 weeks on January 1, 2009.

a s wnNE

§ 3. Collection of permanent impairment data

1. A case invol ves i pe fiechbenalth cate providgrhasy 0 i f a
indicated that the employeeds | imitatio
determination has been made the employee may seek a permanent impairment
assessment.

2. Permanent impairment ratings shall be calculated by a spetiaidield
applicable to the employeeds injury who

to perform permanent impairment assessments.

3. The specialistodés fee for calculating th
by the employer/insurer. Thmpairment rating may be done in conjunction with a
regularly scheduled appointment so long as subsection 4 of this rule is complied
with.
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4. Determination of the employeeb6s right t
impairment benefits shall be governadtbe law in effect at the time of the
empl oyeeds injury.

5. Permanent impairment shall be determined after the effective date of this rule by
use of the American Medical Association

Permanent Impairment,” 4th edition, copyni 1993.
8 4. [Reserved]
8 5. Requests for Extension of Benefits Pursuant to 38 M.R.S.A. § 213(1)

1. Cessation of benefits pursuant tc 8M.R.S.A. § 213(1) if no order or award of
compensation or compensation scheme has been entered.

A. Prior tocessation of benefits pursuant tc8M.R.S.A. § 213(1), the
empl oyer must notify the employee t h.
are due to expire. The notice must be sent at least 21 days in advance of
the expiration date, and must include the dagdost time benefits are due
to expire and the following paragraph:

If you are experiencing extreme financial hardship due to inability to
return to gainful employment, you may be eligible for an extension of your
weekly benefits. To request such amtession, you must file a Petition for
Extension of Benefits within 30 calendar days of the date that benefits
expire, or, in cases where the expiration date is contested, within 30
calendar days of a final decree as to the expiration date.

B. Failure b send the required notice will automatically extend the
empl oyeeds entitlement to |l ost ti me
was not sent.

C. Notice shall be considered fAsento if
a compensation check waent.

1-A. Cessation of benefits pursuant tecBM.R.S.A. § 213(1) if an order or award of
compensation or compensation scheme has been entered.

A. The employer must file a Petition to Terminate Benefit Entitlement which
shall contain notice to hemployee regarding the process for requesting
an extension of benefits.

B. If the Petition to Terminate Benefit Entitlement is granted, the decree shall
contain the following language:
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If you are experiencing extreme financial hardship due tailiha

to return to gainful employment, you may be eligible for an
extension of your weekly benefits. To request such an extension,
you must file a Petition for Extension of Benefits within 30
calendar days of the date of this decree or, if an appekdds fi
within 30 calendar days after the appeal is final.

An employee must file a Petition for Extension of Benefits within 30 calendar
days of the date that benefits expire, or, in cases where the expiration date is
contested, within 30 calendar daysadinal decree as to the expiration date. The
petition must be served by certified mail, return receipt requested, to the other
parties named in the petition.

No response to a petition filed under subsection 2 is required. It will be presumed
that allallegations are denied.

The employee must file responses to the questions contained in Appendix |
attached to this rule within 30 days
The responses must be sent to the employer/insurer. Failure toepitoid

required responses may result in dismissal with prejudice of the petition,
exclusion of evidence, or other sanction that the Board deems just.

The employer must turn over any documentary evidence it intends to introduce at
hearing at least 1&ays prior to the hearing. The information must be sent to the
employee. Failure to provide the required evidence may result in exclusion of
evidence or other sanction that the Board deems just.

Hearings will be held expeditiously in all cases. Heggiwill take place before
the Board of Directors. A majority vote of the membership of the Board will be
required to extend benefits under this rule. Either the General Counsel or the
Assistant General Counsel will be present to assist the Board withdeges.

Parties will be allowed to present relevant evidence along with closing arguments
on the date of the hearing. Unless extraordinary circumstances warrant, evidence
submitted after the hearing will not be accepted.

In cases where benefitsweabeen extended, a Petition for Reconsideration of
Extended Benefits may be filed by the employer responsible for payment of the
additional benefits. The employer must establish a material change in
circumstances since the previous order. Orders exgbeimefits beyond 520

-10-

of
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weeks are not subject to review more often than every two years from the date of
the board order allowing an extension.

STATUTORY AUTHORITY: 39A M.R.S.A. § 213

EFFECTIVE DATE:
February 22, 1998Sections 1 and 2

AMENDED:
Augug 30, 1998  Sections 3 and 4 added
December 14, 1998 Section 5 and Appendix | added
May 8, 1999 Subsections 2(2) and 4(2) added
July 24, 2000 amendments to Section 2(3) added
March 28, 2001 amendments to Section 4 (repeal & replace) & Se&{dih
September 29, 2002Section 4 repealed, filing 206859

NON-SUBSTANTIVE CORRECTIONS:
January 8, 2003 character spacing only.

AMENDED:

March 11, 2006 Sections 1(2) & (3) and 2(4) & (5) added, filing 200&4

December 4, 2007 Section 2(6)and (7) added 2007 Extension of Benefits, filing
2007506

April 12, 2008- Section 3(2) and (3), regarding PI collection, filing 2a@&®

June 17, 2008 Section 1(3) and (4), Section 2(6), added 2006 Pl adjustment,
Section2(6) added 2006 NonrExt of Benefits, filing 2008256

February 2, 2009  Section 2(8) added, filing 20048

August 17,2009  Section 2(9) added, filing 200934

REPEAL AND REPLACE:
August 18, 2014 filing 2014-16771 186

AMENDED:
September 1, 2018filing 2018-122- 136

-11-
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Appendix |

(Employees must provide the following information to the employer/insurer within 30 days of
filing the Petition for Extension of Benefits.)

1. State what your present financial condition is (i.e. present monthly income vs. present
monthly expeges).

2. State when and where you have looked for work in at least the last 3 months.
3. Provide a copy of your most recent tax return, if one was filed.
4. Please provide any other information that may be relevant to your present financial

condition that you plan to rely on at hearing.

-12-
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CHAPTER 3 FORM FILING

81. Lost Time: Employero6s First Reportl) of Occu

1. The definition of a day for purposes of filing a First Report of @ational Injury
orliness(WCB1) wunder A 303 is the wages in al

2. Except as provided in paragraph (4) of this section, a First Report of Occupational
Injury or lliness (WCRL) shall be filed within 7 days after an employes h
actually lost wages in an amount equivalent to that sum which would have been
earned in a regular workday.

3. For purposes of this section, i
amount equivalent to a dsamebamoumtaaghes f or
workday, regardless of the duration of
Awages in an employeeds regul ar-tawor kday

wages earned by the employee during the four (4) full work week period

immediaely preceding the date of injury by the number of days worked during the

same four (4) full work week period. In the event that an employee has worked for

|l ess than the four (4) full work week p
in an emmludyaeaedworrkday o i s detdxevagesi ned by
earned by the number of days worked.

A. The employer/insurer shall record lost wages so that a First Report of
Occupational Injury or lliness (WGB) can be timely filed pursuant to this
rule ard § 303.

B. In cases involving lost wages from a concurrent employer, the employee

shall report to the insurer lost wages from the concurrent employer so that
a First Report of Occupational Injury or lliness (WXEBcan be timely
filed pursuant to thisule and § 303.

4. If the employee has physical limitations due to the injury and loses consecutive
hours equal to a regular work day because the employer cannot accommodate
those restrictions, a First Report of Occupational Injury or lliness (MW Cihall
be filed within 7 days after an employee has actually lost hours equal to a regular
work day regardless of actual wage loss.

-13-
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§1-A.

§ 2.

§ 3.

Medi cal Onl y: Empl oyerds First Relport of

An employer shall complete a First Repof Occupational Injury or lliness (WGB)

within 7 days after the employer receives notice or has knowledge of an injury that has

required the services of a health care provider but has not caused the employee to lose a
dayodés wor k. Aepart@ffOgcupational Ifjuey orAllinesss(\WEBRhall

be sent to the employee and, unless the employeris selé ur ed, t he empl oye
within 24 hours after the First Report of Occupational Injury or lliness (V¥Cigas been

completed.

Filing Requirements

1. Except as specifically provided in-39M.R.S.A. 8§ 101et seqor in these rules,
all forms and correspondence, including, but not limited to petitions, shall be filed
in the Central Of fice of the Workersd C

2. Except aspecifically provided in 3R M.R.S.A. § 101et seqor in these rules,
forms and correspondence required to be filed in the Central Office of the
Wor kersd Compensation Board are filed w
mail, inrhand delivery, fax, or der form of electronic transfer.

3. Duplicate paper copies of forms that are filed by fax or other form of electronic
transfer will not be accepted.

Formal Hearing Correspondence

1. Except as specifically provided in-39M.R.S.A. 8§ 101et seqor in these rules,
formal hearing correspondence on a proceeding in progress before an
Administrative Law Judge, including, but not limited to, motions to continue,
motions for findings of fact and conclusions of law, applications for additional
discovery, spulations, and position papers shall be filed in the regional office to
which the case has been assigned.

2. Formal hearing correspondence on a proceeding in progress before an
Administrative Law Judge shall be filed by mailhand delivery, fax, or o#r
form of electronic transfer, includingreail, provided that signatures be included
when required. Formal hearing correspondence is filed when the Board receives
the correspondence in the regional office to which the case has been assigned.

-14-
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8 4. Eledronic Data Interchange Filing
1. General

A. First Reports of Injury . Unless a waiver has been granted pursuant to
subsection (1)(D)(1) or (2) of this section, all First Reports of Injury and
all changes or corrections to First Reports of Injury shefilbd by using
the International Association of Industrial Accident Boards and
Commissions (IAIABC) Claims Release 3 format.

B. Notices of Controversy Except as otherwise provided in this paragraph,
effective July 1, 2006, unless a waiver has beentgdapursuant to
subsection (1)(D) (1) or (2) of this section, all Notices of Controversy and all
corrections to Notices of Controversy shall be filed using the International
Association of Industrial Accident Boards and Commissions (IAIABC)
Claims Releas8 format. Changes to Notices of Controversy that have been
filed electronically must be made by filing W&B(1/12/06) (Notice of
Controversy). Changes to Notices of Controversy filed prior to July 1, 2006
using WCB9 (10/98) (Notice of Controversy) must made by filing an
amended WCE (10/98) (Notice of Controversy).

C. Waivers

(1)  Waivers due to hardship.The Board, at its discretion by majority
vote of its membership, may grant an employer, insurer orthird
party administrator a waiver of thdifig requirements of this
section if the employer, insurer or thiparty administrator
establishes to the satisfaction of the Board that compliance with
these requirements would cause undue hardship. For purposes of
this section, undue hardship means isiggmt difficulty or
expense. Requests for waivers should be submitted in writing and
addressed to the Chair of the Wor
State House Station, Augusta, Maine 048827.

(2)  Waiver in an individual case.A First Report of Injuy or a Notice
of Controversy can be filed by paper or fax in an individual case if
the Executive Director or the Exe
that the employer or claim administrator was prevented from
complying with this section because of circtamses beyond the
control of the employer or claim administrator. A decision by the
Executive Director or the Execut:i
appealed to the Board of Directors. The appeal must be in writing;

-15-
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must set forth the reasons why the ajipggarty believes the
decision should be reversed; and must be filed within 7 (seven)
days of the date of the decision appealed from.

D. Board file. The Board file shall include all accepted electronic
transactions regardless of whether a paper capiyisically in the file.

2. Definitions for filing using IAIABC Claims Release 3

A. Application acknowledgement codeA code used to identify whether or
not a transaction has been accepted by the Board. A sender will receive
one of the following codedtar submitting a transaction:

(1) TA (Transaction accepted).The transaction was accepted and the
First Report of Injury or Subsequent Report of Injury is filed.

(2) TE (Transaction accepted with errors).The transaction was
accepted with errors artkle First Report of Injury or Subsequent
Report of Injury is filed. The error or errors will be identified in the
acknowledgement transmission that is sent by the Board. All
identified errors must be corrected within 14 days after the date the
acknowledgment transmission was sent by the Board or prior to
any subsequent submission for the same claim, whichever is
sooner.

(3) TR (Transaction rejected) The entire transaction has been
rejected and the First Report of Injury or Subsequent Report of
Injury is not filed.

B. Claim administrator . An insurer, seinsured employer, group self
insurer, thirdparty administrator or guaranty association.

C. Data element A single piece of information (for example, date of injury).
Each data element is assigreedame and a number. Except as modified in
this rule, data element names and numbers are as defined in IAIABC
Claims Release 3.0 Standards, Data Dictionary January 1, 2010 Edition
(Appendix V).

D. Data element requirement codeA code used to designaté@ther or not
a data element has to be included in a transaction. Each data element is
assigned one of the following data element requirement codes:
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(1)

(2)

3)

(4)

(5)

M (Mandatory). The data element must be present and must be in
a valid format or the transaction Whe rejected.

MC (Mandatory/Conditional). The data element is mandatory if

the conditions defined in the Mai
Claims Release 3 First Report Conditional Requirement Table
(Appendix 11) or the MBeadflamsNor ker

Release 3 Subsequent Report of Injury Conditional Requirement
Table (Appendix IV) exist.

E (Expected).The data element is expected when a transaction is
submitted. The transaction will be accepted without the data
element and the Fir&eport of Injury or Subsequent Report of
Injury is filed but is incomplete. The entity submitting the
transaction will receive a message indicating the transaction was
accepted with errors and identifying the missing or incorrect data
element or element$he First Report of Injury or Subsequent
Report of Injury must be completed by submitting the missing or
corrected data element or elements within 14 days after the error
message is sent by the Board or prior to any subsequent submission
for the same clan, whichever is sooner.

EC (Expected/Conditional). The data element is expected if the

conditions defined in the Maine W
Claims Release 3 First Report Conditional Requirement Table
(Appendi x 11) or t hsatiorMB@ardnCéaimgVor ker

Release 3 Subsequent Report of Injury Conditional Requirement
Table (Appendix IV) exist. The transaction will be accepted
without the data element and the First Report of Injury or
Subsequent Report of Injury is filed but is incomplétee entity
submitting the transaction will receive a message indicating the
transaction was accepted with errors and identifying the missing or
incorrect data element or elements. The First Report of Injury or
Subsequent Report of Injury must be compldtedubmitting the
missing or corrected data element or elements within 14 days after
the error message is sent by the Board or prior to any subsequent
submission for the same claim, whichever is sooner.

IA (If Available). The data element should bent if available. If
the data el ement is sent, the Wor
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edit the data to ensure valid value and format. A filing will not be
rejected if the only error is a missing data element designated IA.

(6) NA (Not Applicable). The dda element does not apply to the
maintenance type code and does not have to be sent. The Board
will not edit these data elements.

(7) F (Fatal Technical).Data elements that must be sent. If a data
element designated F is not present and in a validafiprime filing
will be rejected.

(8) X (Exclude).The data element does not apply to the maintenance
type code and does not have to be sent. The Board will not edit these
data elements.

(9) FY (Fatal Yes Change)lf a data element designated FY chesg
after a First Report of Injury or Subsequent Report of Injury has
been filed, the claim administrator must report the change to the
Board within 14 days after the data element changes.

(10) N (No Change).This data element cannot be changed, butigtm
be reported, if applicable.

(11) Y (Yes Change)Data elements designated Y may be changed.

(12) FC (Fatal/Conditional). This data element must be populated with
previously reported values if the segment has previously been
reported on the claim.

(13) YC (Yes Change/Conditional).The data element must be
changed i f the conditions defined
Compensation Board Claims Release 3 First Report of Injury
Conditional Requirement Table (Appendix Il) or the Maine
Wor ker s 6 C 8can €laimsaReléaser8 Subsequent
Report of Injury Conditional Requirement Table (Appendix 1V)
exist.

Maintenance type codeMaintenance type codes define the specific
purpose of individual records within the transaction being transmitted.

Record. A defined group of data elements that is identified by the
transaction set identifier.
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J.

Report. A report is equivalent to a transaction.

Transaction. The communication of data that represents a single business
event. A transaction consists afeoor more records.

Transaction set identifier. A code that identifies the transaction being
sent.

(2) 1481 First Report of Injury

(2) R2171 First Report Companion Record

(3) A4971 Subsequent Report

4) R2271 Subsequent Report Companioaderd

(5) AKC T Claims Acknowledgement Detail Record
(6) HD171 Transmission Header Record

(7)  TR271 Transmission Trailer Record

Transmission One or more sets of records sent to the Board.

3. Requirements for filing using IAIABC Claims Release 3

A.

Maintenance type codes for First Reports of Injury One of the
following maintenance type codes shall be used when transmitting a First
Report of Injury:

(1) 00 (Original): Used to file an original First Report of Injury or to
re-transmit a st Report of Injury that was previously rejected or
cancelled.

(2) 01 (Cancel):Used to cancel an original First Report of Injury that
was sent in error.

(3) 02 (Change):Used to change a data element.

4) 04 First Report Of Injury (First Report of Injury/Full Denial):
Used to file an original First Report of Injury and simultaneously
deny a claim in its entirety.

(5) CO (Correction): Used to correct a data element or elements
when a filing is accepted with

(6) AQ (Acquired Claim): Used to report that a new claim
administrator has acquired the claim.

-19-
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(7) AU (Acquired/Unallocated): Used to file an initial First Report of
Injury by a new claim administrator when an AQ transaction has
been rejected because the claim was retipusly reported, or
when the acquiring claim administrator is reopening a claim that
was previously cancelled.

(8) UR (Upon Request):Submitted in response to a request from the
Board. Responses must be filed no later than 14 days after the
request isnade by the Board.

Maintenance type codes for Subsequent Reports of InjuryOne of the
following maintenance type codes shall be used when transmitting a
Subsequent Report of Injury.

(1) 04 (Notice of Controversyi Full Denial): Used when a clairs
being denied in its entirety after any First Report of Injury or
Subsequent Report of Injury has been filed.

(2)  PD (Notice of Controversy-- Partial Denial): Used to file a
Notice of Controversy denying a specific benefit or benefits. A
Notice of Catroversy-- Partial Denial may not be filed unless a
First Report of Injury has been filed.

3) CO (Correction): Used to correct a data element or elements
when a Subsequent Report of Injury has been accepted with errors
(ATEO) .

Data element requrements and modifications

(1) Data element requirementar e as set forth in tl
Compensation Board, Claims Release 3 First Report of Injury
Element Requirements Table contained in Appendix | of this rule,
and the Mai ne VimmBdael rChiins Releasgp3e ns at
Subsequent Report of Injury Element Requirements Table contained
in Appendix Il of this rule.

(2)  Modifications.

(@) Data number 270, Employee ID Type Qualifier. When
submitting a First Report of Injury, data number 270
mandatory conditional. However, if the claim administrator
Is unable to obtain an employee identification number from
an employer prior to transmitting a First Report of Injury,
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4.

(b)

the claim administrator must obtain an employee ID
assigned by jurisdictionumber from the Board. The claim
administrator shall file the First Report of Injury using the
employee ID assigned by jurisdiction number obtained
from the Board. A First Report of Injury submitted with an
employee identification number obtained from Beard is
filed but is incomplete. The claim administrator must either
establish that it is unable to obtain an employee
identification number from the employer or complete the
First Report of Injury by submitting an employee
identification number obtainddom the employer within

14 days after the First Report of Injury was filed or prior to
any subsequent submission for the same claim, whichever
Is sooner. Unless the claim administrator obtains and
submits an employee identification number obtained from
the employer, the employee ID assigned by jurisdiction
number obtained from the Board must be used on all future
filings regarding the same claim.

Data number 200, Claim Administrator Alternative Postal
Code. Data number 200, Claim Administratotefshative
Postal Code shall be M (Mandatory) effective April 1,
2007.

Paper distribution of forms filed electronically

A.

First Report of Injury

(1)

)

(3)

Form WCB1 (First Report of Injury) shall be used when a copy of
the First Report of Injury is mad pursuant to this subsection.

Form WCB1 shall be mailed to the employee and the employer
within 24 hours after the First Report of Injury is transmitted to the

Board.

Unless a waiver has been granted pursuant to subsection (1)(D) of
this sction, a First Report of Injury sent to the Board in a paper as
opposed to electronic format shall not be considered filed.
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B. Notices of Controversy

(2) Form WCB9 (1/12/06) (Notice of Controversy) shall be used
when a copy of the Notice of Contersy is mailed pursuant to
this subsection.

(2) Form WCB9 (1/12/06) (Notice of Controversy) shall be mailed to
the employee, the employer and, if required by W.C.B. Rules Ch. 5
8 7 (2) or Ch. 8 § 2, the health care provider, within 24 hours after
theNotice of Controversy is transmitted to the Board.

3) Except as provided in subsection (1)(B) of this section, unless a
waiver has been granted pursuant to subsection (1)(D) of this
section, a Notice of Controversy sent to the Board in a paper as
oppo=d to electronic format shall not be considered filed.

8 5. Electronic filing of proof of coverage

1. General
A. (2) Unless a waiver has been granted pursuant to subsection (1)(B) of
this section, insurance companies shall file with the Board notice
oft he new, renewal, or endor sement

policy to an employer using International Association of Industrial
Accident Boards and Commi ssions (
Release 2.1.

(2)  The required notice must be filed with the Bbao later than 30
days after issuance, renewal or policy initiating endorsement.

B. (1) The Board, at its discretion by majority vote of its membership,
may grant an insurer a waiver of the filing requirements of this
section if the insurer establishtesthe satisfaction of the Board
that compliance with these requirements would cause undue
hardship. For purposes of this section, undue hardship means
significant difficulty or expense. Requests for waivers must be
submitted in writing and addressedtethChai r of t he Wo
Compensation Board, 27 State House Station, Augusta, Maine
043330027.

(2) Individual waiver. An individual notice of Proof of Coverage can
be filed by paper or fax if the Executive Director or the Executive
Di rect or 0 sls tlthietrse ingurerewas pfevented from
complying with this section because of circumstances beyond the
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2.

Definitions
A.

control of the insurer. A decision by the Executive Director or the
Executive Directorodés designee
Directors. The appealust be in writing; must set forth the reasons
why the appealing party believes the decision should be reversed,
and must be filed within 7 (seven) days of the date of the decision
appealed from.

Application acknowledgement codes. A coded to identify whether or
not a transaction has been accepted by the Board. A sender will receive
one of the following codes after submitting a transaction:

(1)

(@)

3)

(4)

(5)

HD. The transmission was rejected and the Proof of Coverage is
not filed.

TA (Transactioraccepted). The transaction was accepted and the
Proof of Coverage is filed.

TE (Transaction accepted with errors). The transaction was
accepted with errors and the Proof of Coverage is filed. The error
or errors will be identified in the acknowledgerh&ransmission

that is sent by the Board. All identified errors must be corrected
within 14 days after the date the acknowledgement transmission
was sent by the Board.

TR (Transaction rejected). The entire transaction has been rejected
and the Proof o€overage is not filed.

TW and TN. These application acknowledgement codes are not
used.

Data element.A single piece of information (for example, policy effective
date). Each data element is assigned a name and a number. Except as
modified in thisrule, data element names and numbers are as defined in
IAIABC Proof of Coverage Release 2.1, Data Dictionary June 1, 2007
Edition (Appendix XI).

Data element requirement codeA code used to designate whether or not
a data element has to be included itmansaction. Each data element is
assigned one of the following data element requirement codes:

(1)

M (Mandatory). The data element must be present and must be in
a valid format or the transaction will be rejected.
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(2) MC (Mandatory/Conditional). The da&a element is mandatory if
the conditions defined in the Mai
Proof of Coverage Release 2.1 Conditional Requirement Table
(Appendix X) exist.

(3) E (Expected).The data element is expected when a transaction is
submitted. The &msaction will be accepted without the data
element and the notice of Proof of Coverage is filed but is
incomplete. The entity submitting the transaction will receive a
message indicating the transaction was accepted with errors and
identifying the missingr incorrect data element or elements. The
notice of Proof of Coverage must be completed by submitting the
missing or corrected data element or elements within 14 days after
the error message is sent by the Board or prior to any subsequent
submission fothe same policy, whichever is sooner.

4) EC (Expected/Conditional). The data element is expected if the
conditions defined in the Maine W
Proof of Coverage Release 2.1 Conditional Requirement Table
(Appendix X) exist. The transteon will be accepted without the
data element and the notice of Proof of Coverage is filed but is
incomplete. The entity submitting the transaction will receive a
message indicating the transaction was accepted with errors and
identifying the missing omicorrect data element or elements. The
notice of Proof of Coverage must be completed by submitting the
missing or corrected data element or elements within 14 days after
the error message is sent by the Board or prior to any subsequent
submission for theasne policy, whichever is sooner.

(5) IA (If Available). The data element should be sent if available. If
the data el ement is sent, the Wor
edit the data to ensure valid value and format. A filing will not be
rejected if the onlerror is a missing data element designated IA.

(6) NA (Not Applicable). The data element does not apply to the
triplicate code and does not have to be sent. The Board will not
edit these data elements.

(7) R (Restricted).

(8) F or FT (Fatal Technical). Data elements that must be sent. If a
data element designated F is not present and in a valid format, the
filing will be rejected.
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(9) X (Exclude). The data element does not apply to the triplicate code
and does not have to be sent. The Board will not leelget data
elements.

D. Record. A defined group of data elements that is identified by the
transaction set identifier.

E. Report. A report is equivalent to a transaction.

F. Transaction. The communication of data that represents a single business
event. A tansaction consists of one or more records.

G. Triplicate code. The triplicate code defines the specific purpose for which
the transaction is being sent. It is a combination of the Transaction Set
Purpose Code (DN0300), Transaction Set Type Code (DN0884) a
Transaction Reason Code (DN0303).

3. Requirements for filing using IAIABC Proof of Coverage Release 2.1

A. Triplicate code. One of the triplicate codes contained in the MWCB Proof
of Coverage Element Requirement Table shall be used when transmitting
Proof of Coverage.

B. Data element requirementsData element requirements are as set forth in
the Maine Workerso6 Compensation Boar
Release 2.1 Element Requirement Table contained in Appendix IX of this
rule.

STATUTORY AUTHORITY:39-A M.R.S.A. § 152(2); § 303

EFFECTIVE DATE:
March 4, 2001

AMENDED:
September 29, 2002Sections 2 and 3 added, filing 26829

NON-SUBSTANTIVE CORRECTIONS:
January 8, 2003character spacing only

AMENDED:
June 1, 2004 filing 2004-176, 8§ 4 add#
June 24, 20078 4 (repeal and replace), and addition of appendices, filing-26D7
August 22, 2009 § 5 and addition of appendices 4XI; filing 2009-442
August 7, 2010 § 4 amended, appendices repealed, amended or renumbered; filing 2010
320
December 27, 20108 1 amended; filing 201639
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REPEAL AND REPLACE:
August 18, 2014 filing 2014-1677 186

AMENDED:
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CHAPTER 4 INDEPENDENT MEDICAL EXAMINER

8§ 1. Creation of Independent Medical Examiner System Pursuant to 33 M.R.S.A. 8312

1. To be eligible to participate in the Board appointed independent medealiner
program, health care providers must meet the criteria of this subsection.

A. The provider must be licensed/certified by the State of Maine.

B. (1) The provider must have an active, treating practice, or have had an
active treating practice wiin the twentyfour (24) months period
preceding appointment as an examiner in an individual case;

(2) Be Board certified; and
(3) Demonstrate experience in the treatment of weldted injuries.

For purposes of thips achapgte®dr mefaacst it \h
has direct involvement in evaluation, diagnosis and treatment of patients
on a frequent and regular basis in their specific field of expertise.

C. The provider must demonstrate superior qualifications and experience in
their particular fields of expertise.

2. Participation of health care providers in the independent medical examiner system
is limited to those providers practicing in health care specialties most commonly
used by injured employees. The Executive DirectororthekEe ut i ve Direct
designee may submit for the Boardbs rev
specialists within the 50 slots. Geography may also be a consideration for initial
appointment.

3. All health care providers interested in participating in the ieddpnt medical
examiner system must file an updated curriculum vitae with the Office of
Medi cal / Rehabilitation Services, Worker
Station, Augusta, Maine 04333. Examiner candidate applications are public
information. TheBoard may request additional information from applicants.

4. The Executive Director or the Executive
the performance of independent medical examiners for compliance with the
criteria contained in this subsection dodvard any concerns in a report to the
Board. Failure by the examiner to adhere to the following criteria may result in
their removal at any time from the independent medical examiner list. Affirmative
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action of the Board is necessary to remove an intkgpe medical examiner from
the panel.

A. Reports must be submitted in a timely manner.

B. Reports must contain the examineros
by the case.

C. Reports must provide a description of findings sufficient to expla&n th

medical basis of those findings.

D. Examiners must consider all of the medical evidence submitted by the
parties.
E. Examiners must act in compliance with the requirements of the law and

these regulations.

§ 2. Assignment of Independent Medical Examines Pursuant to 33A M.R.S.A. § 312

1.

If the parties agree to the selection of a particular independent medical examiner,

they shall file a form prescribed by the Board with the Office of

Medi cal / Rehabilitation Servi cteblquseWor ker

Station, Augusta, Maine 04333. If the employee is unrepresented by counsel, the

independent medical examiner agreed
of independent medical examiners or approved by the Executive Director or the
ExecutveD r ect or 6s designee.

If the parties do not agree to the selection of a particular independent medical
examiner, the requesting party shall file a Request for Independent Medical
Examination (WCB M2) with the Office of Medical/ Rehabilitation Services,

upo

Wor kersdo Compensation Board, 27 State H

and follow the procedures contained in section 3 of this rule. The Executive

Director or the Executive Director 6s

list of qualified examines. If the list does not contain a qualified examiner, the
Executive Director or the Executive
medical examiner of his/her choice. An Administrative Law Judge may also
request an independent medical examinatioe. rElquesting party must:

A. Complete Board Form A and file it with the Office of Medical/

Rehabilitation Services, Wor ker so

Station, Augusta, Maine 04333.
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B. Attach to Board Form M2 a joint medical stipulation contang all
medical records and other pertinent information, including an index of all
treating health care providers and examinations performed under 39
M.R.S.A. 8 207 since the date of injury.

Assignment of a Board appointed independent medical examiaeparticular

case wil|l be performed by the Executive
designee from the list of Board approved independent medical examiners with

possible input from the individual Administrative Law Judge. The assignment will

be made from a relevant area of specialty for the medical issues in question. The

time it takes to schedule an examination may be a consideration in the selection. If

a particular provider on the independent medical examiner list is precluded by rule
orstatué from acting as an independent medi
parties should notify the Board prior to the selection process.

A Board appointed independent medical examination undér Ig9R.S.A. § 312

may be requested only after an unssst@ mediation or after a request for a
provisional order has been acted on and the case must be proceeding to the formal
hearing level.

Parties are limited to one Board appointed independent medical examiner per
medical issue unless significant mediclaange can be shown.

Disqualification and Disclosure in Individual Cases

The independent medical examiner must disclose potential conflicts of interest

that may result from a relationship(s) with industry, insurance companies, and

labor groups. A potgtial conflict of interest exists when the examiner, or

someone in their immediate family, receives something of value from one of these
groups in the form of an equity position, royalties, consultantship, funding by a

research grant, or payment for sontleeo service. If the independent medical

examiner performs equivalent examinations as an employee of another

organi zation, potenti al conflicts of in
contracts with industry, insurance companies, and labor group€EXdctutive
Director or the Executive Directorés de
of interest is sufficiently material as to require disqualification in the event of

initial disclosure. In the event an undisclosed conflict of interest islexl/daring

the hearing process, the Administrative Law Judge may disqualify the independent
medical examiner and order a new examiner which shall be assigned in

accordance to this rule.
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§ 3.

Procedures for Independent Medical Examinations Pursuant to 3% M.R.S.A. 8312

1.

Questions relating to the medical condition of the employee must be submitted by

the requesting party at the same time the Request for Independent Medical

Examination (WCB M2) is filed. Opposing parties shall submit questions they

wisho ask no | ater than fourteen (14) day
guestions. Except as provided in subsection 3 of this section, additional questions

are not permitted.

Except in fatality cases, the independent medical examiner is r@doiperform
at least one examination of the employee.

Contacts with the employee by the Board appointed independent medical examiner
will be limited to the scheduling of examinations and actual examinations. All
communication between the examiner amel parties must be in writing and

except for questions which a party requests that the examiner address in the report,
may only occur by agreement or with the permission of the Administrative Law
Judge. Any such communication must be received by the Boardopied to all
opposing parties not later than fourteen (14) days prior to any examination and
must clearly and conspicuously state that the communication has been agreed to by
the parties or approved by an Administrative Law Judge. Communications that
comply with this suksection will be forwarded to the examiner through the Office

of Medical/Rehabilitation Services. Communications received by the Board on or
after the date of the examination will only be forwarded to the examiner with prior
approval ofan Administrative Law Judge.

The parties shall confer, prepare, and file a joint medical stipulation containing all
medical records and other pertinent information, including an index of all treating
health care providers and examinations perfornmetu39A M.R.S.A. § 207

since the date of injury to the Office of Medical/Rehabilitation Services with the
M-2. All medical records must be in chronological order, or chronological order
by provider. The joint medical stipulation shall be submitted byéngy

requesting the examination and shall include a representation either that all parties
conferred and prepared the joint medical stipulation or that, despite due diligence,
the requesting party was unable to confer with an opposing party or paidties.
medical information will be submitted to the selected physician by the Office of
Medical/Rehabilitation Services.

Upon completion of the final examination and all pertinent and indicated testing,
the examiner shall submit a written report to therBow later than fourteen (14)
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days after completion of the examination. The Board will distribute copies of the
report to the employer and the employee.

6. A party may set a deposition of the independent medical examiner only upon
agreement of the parties with permission of the Administrative Law Judge.

7. Pursuant to 3 M.R.S.A. § 312(6), all subsequent medical evidence submitted
to the examiner must be exchanged with the opposing party no later than fourteen
(14) days prior to the hearing, unless thmeframe is varied by order of the
Administrative Law Judge. If the examiner issues a supplemental report, a
supplemental deposition may be permitted at the discretion of the Administrative
Law Judge.

8 4. Fees for Independent Medical Examinations unde39-A M.R.S.A. § 312

1. Independent medical examinations will have a maximum charge of $300.00 per
hour up to a maximum of five hours for review of records and information, the
performance of any necessary examinations, and the preparation of the written
report. This charge does not include such diagnostic testing as may be necessary.
Additional charges may be allowed with the consent of both parties or by the
Executive Director or the Executive Dir
The fee for the exaination and report must be paid by the employer. In the event
the exam is scheduled to determine apportionment of responsibility between
employers, the employer/insurer that requested the exam shall pay for the
examination and report, unless otherwiseead to by the requesting
employer/insurer and any other employer/insurer that is a party to the proceeding.

If an employee requests the exam, all employers/insurers that are parties to the
proceeding shall, unless they agree otherwise, split the cadtyequ

2. If additional diagnostic tests are required, payment for such tests whether
performed by the independent medical examiner or by another health care
provider at the request of the examiner
Medical Fee Schede and paid for by the employer.

3. If the employee fails to attend the independent medical examination or if an
examination is cancelled by the employee or employer within 48 hours of the
scheduled time, the independent medical examiner may chargecangerup to
$200. The independent medical examiner may also charge $200 per hour for up
to three (3) hours of preparation time unless the examination is conducted at a
later date. These charges shall be paid initially by the employer/insurer that
requestd the exam unless otherwise agreed to by the requesting employer/insurer
and any other employer/insurer that is a party to the proceeding. If the employee
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requested the exam, all employers/insurers that are parties to the proceeding shall,
unless they age otherwise, split the cost equally. Payment of these charges is
subject to the right of the employer(s)/insurer(s) to be reimbursed by the employee
if the failure to appear or the cancellation by the employee was without good
cause. This determinatiohal be made by the Administrative Law Judge.

4. The reasonable costs of depositions of
court reporterdés fees, and transcript

8§ 5. Application

These rules apply tolalates of injury. If any section, term, provision, or application of
this Rule is adjudged invalid for any reason, such judgment shall not impair or invalidate
any other section, term, provision, or application and the remainder of this Rule shall
continwe in full force and effect.

STATUTORY AUTHORITY: 39A M.R.S.A. 88 152(2) and 312

EFFECTIVE DATE:
January 13, 1996

EFFECTIVE DATE (ELECTRONIC CONVERSION):
April 28, 1996

NON-SUBSTANTIVE CORRECTIONS:
September 12 and October 9, 1996eader addeaninor spelling and formatting

AMENDED:
November 1, 2001

NON-SUBSTANTIVE CORRECTIONS:
January 8, 2003character spacing only
March 17, 2004 numbering and punctuation only

AMENDED:
October 11, 2009 filing 2009-535

REPEAL AND REPLACE:
August B, 2014 filing 2014-1677 186

AMENDED:
September 1, 2018filing 2018-122- 136
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CHAPTER 5

MEDICAL FEES; REIMBURSEMENT LEVELS; REPORTING
REQUIREMENTS

The Medical Fe Schedule is available online at
http://www.maine.gov/wcb/Departments/omrs/medfeesched.bimfibr purchase through Gossamer Press,

259 Main St., Old Town, ME 04468, Tel: (207)82881, Fax: (207) 829861.

This chapter outlines billing procedures and reimbursement levels for health care providers who treat
injured employees. It also describes the dispute resolution process when there is a dispute regarding
reimbursement and/or ppriateness of care. Finally, this chapter sets standards for health care reporting.

1.01

1.02

1.03

SECTION 1. GENERAL PROVISIONS

APPLICATION

1.

This chapter is promulgated pursuant to 39-A M.R.S.A. 88 208 ané 2109

applies to all medical, surgical and hosp#tvices, nursing, medicines, and
mechanical, surgical aids provided for treatment of a claimed-veteiked injury

or disease on or after the effective date of this chapter, regardless of the

empl oyeeds date of i nj ur ydeexpenses lelateds s .
to managed care services such as utilization review, case management, and bill
review or to examinations performed pursuant to 39-A M.R.S.A. 88 207 and 312.

PAYMENT CALCULATION

1.

2.

Pursuant to Title 3%\ M.R.S.A. § 209A, the Board ks adopted this medical fee
schedule which reflects the payment methodology developed by the federal
Centers for Medicare and Medicaid Services. The Board has not adopted all
components used by the federal Centers for Medicare and Medicaid Services.
Therdore, the application of any fee schedule, payment system, claims processing
rule, edit or other method of determining the reimbursement level for a service(s)
not expressly adopted in this chapter is prohibited.

Payment is based on the fees in effecthendate of service.

DEFINITIONS

1.

Acute Care Hospital: A health care facility with a General Acute Care Hospital
Primary Taxonomy in the NPI Registry.
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2. Ambulatory Payment Classification System (APC): Centers for Medicare &
Medi cai d S e roveduceesés, statussirtdicatorfs, amphulatory payment
classifications, and relative weighting factors.

3. Ambulatory Surgical Center (ASC): A health care facility with an Ambulatory
Surgical Clinic/Center Primary Taxonomy in the NPI Registry.

4. Bill: A request ly a health care provider that is submitted to an employer/insurer
for payment of medical, surgical and hospital services, nursing, medicines, and
mechanical, surgical aids provided for treatment of a weldted injury or

disease.

5. Board: The Maine Workess Compensati on Board pursuan
151.

6. Critical Access Hospital: A health care facility with a Critical Access Hospital

Primary Taxonomy in the NPI Registry.

7. Global Days: The number of days of care following a surgical procedure that are
inct uded in the procedured6s maxi mum all ow
care for complications, exacerbations, recurrence, or other diseases or injuries.

8. Health Care Provider: An individual, group of individuals, or facility licensed,
registered, or cdfted and practicing within the scope of the health care
provideros |icense, registration or cer
construed as enlarging the scope and/or limitations of practice of any health care
provider.

9. Health Care Records: inclas office notes, surgical/operative notes, progress
notes, diagnostic test results and any other information necessary to support the
services rendered.

10. Implantable: An object or device that is made to replace and act as a missing
biological structure thas surgically implanted, embedded, inserted, or otherwise
applied. The term also includes any related equipment necessary to operate,
program, and recharge the implantable.

11. Incidental Surgery: A surgery which is performed on the same patient, on the
sameday, by the same health care provider but is not related to the diagnosis.

12. Inpatient Services: Services rendered to a person who is formally admitted to a
hospital and whose length of stay exceeds 23 hours or is expected to have a length
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13.

14.

15.

16.

17.

18.

19.

of stay exceeding3 hours, even though it later develops that the patient dies, is
discharged, or is transferred to another facility and does not actually stay in the
institution for more than 23 hours.

Maximum Allowable Payment (MAP): The sum of all fees for medicaljisar
and hospital services, nursing, medicines, and mechanical, surgical aids
established by the Board pursuant to this chapter.

Modifier: A code adopted by the Centers for Medicare & Medicaid Services that
provides the means to report or indicate thegraice or procedure that has been
performed has been altered by some specific circumstance but not changed in its
definition or code.

Outpatient Services: Services provided to a patient who is not admitted for
inpatient or residential care (includes ehation services).

Procedure Code: A code adopted by the Centers for Medicare & Medicaid
Services that is divided into two principal subsystems, referred to as level | and
level 1l of the Healthcare Common Procedure Coding System (HCPCS). Level | is
compiised of Current Procedural Terminology (CPT®), a numeric coding system
maintained by the American Medical Association (AMA). Level Il is a
standardized coding system that is used primarily to identify products, supplies,
and services not included in the T® codes. The CPT® manual is published by
and may be purchased from the AMA, PO Box 930876, Atlanta, GA 30393.

ResourceBased Relative Value Scale (RBRVS): Centers for Medicare &
Medi cai d Servicesodo | ist of prgfacterd,ur e
global surgery days, and global surgery package percentages.

SeverityDiagnosis Related Group System (MRG): Centers for Medicare &
Medi cai d Serviceso | i s-telatedigrolps, telatvea r e
weighting factors, and geometrnean length of stay days.

Specialty Hospital: A health care facility with a Lemgrm Care Hospital,
Psychiatric Hospital, or Rehabilitation Hospital Primary Taxonomy in the NPI
Registry. Specialty Hospital also includes those distinct parts of ¢ lveadt
facility that are certified by the Centers for Medicare & Medicaid Services as a
LongTerm Care Hospital, Psychiatric Hospital, or Rehabilitation Hospital.
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20. Usual and Customary Charge: The charge on the price list for the medical,
surgical and host services, nursing, medicines, and mechanical, surgical aids
that is maintained by the health care provider.

1.04 LEGAL DISCLAIMERS

1. This chapter includes data that is proprietary to the AMA, therefore, certain
restrictions apply. These restrictions astablished by the AMA and are set out
below:

A. The five character codes included in this chapter are obtained from the Current
Procedural Terminology (CPT®), Copyright by the AMA. CPT® is developed
by the AMA as a listing of descriptive terms and five chi@aiclentifying
codes and modifiers for reporting medical services and procedures.

B. The responsibility for the content of this chapter is with the Board and no
endorsement by the AMA is intended or should be implied. The AMA
disclaims responsibility for angonsequences or liability attributable or
related to any use, nonuse or interpretation of information contained in this
chapter.

C. No fee schedules, basic unit values, relative value guides, conversion factors
or scales are included in any part of CPT®yAise of CPT® outside of this
chapter should refer to the most current CPT® which contains the complete
and most current listing of codes and descriptive terms.

1.05 AUTHORIZATION

1. Nothing in the Act or these rules requires the authorization of medicgicauand
hospital services, nursing, medicines, and mechanical, surgical aids provided pursuant
to 39-A M.R.S.A. § 206.

2. An employer/insurer is not permitted to require-atghorization of medical, surgical
and hospital services, nursing, medicinesl mrechanical, surgical aids provided
pursuant to 39-A M.R.S.A. 8§ 206 as a condition of payment.

1.06 BILLING PROCEDURES

1. Bills must specify the billing entityos
number, registration number, certificate number, or Mati®rovider Identifier of
the health care provider; the employer; the employee; the date of
injury/occurrence; the date of service; the woelated injury or disease treated;
the appropriate procedure code(s) for the wetkted injury or disease tredte
and the charges for each procedure code. Bills properly submitted on standardized
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claim forms prescribed by the Centers for Medicare & Medicaid are sufficient to
comply with this requirement. Uncoded bills may be returned for coding.

Bills for insuredemployers must be submitted directly to the insurer of record on

the date of injury/illness. Health care providers shall attempt to verify the name of
the insurer that wrote the workersodéd com
on the date of injur§liness prior to the submission of a bill to an insurer.

In the event a patient fails to keep a scheduled appointment, health care providers
are not to bill for any services that would have been provided nor will there be any
reimbursement for such schéeld services.

A bill must be accompanied by health care records to substantiate the services
rendered. Fees for copies of health care records are outlined below.

1.07 REIMBURSEMENT

1.

The injured employee is not liable for payment of any medical,lrgnd

hospital services, nursing, medicines, and mechanical, surgical aids provided
pursuant to 39-A M.R.S.A. § 206. Except as provided by 39-A M.R.S.A.

8 206(2)(B), health care providers may charge the patient directly only for the
treatmem of conditions that are unrelated to the compensable injury or disease.
See 39-A M.R.S.A. § 206(13).

Changes to bills by employers/insurers are not allowed. The employer/insurer must
pay the health care provideriden usual an
allowable payment under this chapter, whichever is less, within 30 days of receipt of

a properly coded bill unless the bill or previous bills from the same health care
provideror the underlying injury has been controverted or denied

A. When there is dispute whether the provision of medical, surgical and hospital
services, nursing, medicines, and mechanical, surgical aids is reasonable and proper
under 8206 of the Act, the employer/insurer shall pay the undisputed amounts, if
any, and file a noticef controversy within 30 days of receipt. A copy of the notice
of controversy must be sent to the health care provider from whom the bill
originated in accordance with Chapter 3.

B. In cases where the underlying injury has been controverted or denieg ad trog
notice of controversy must be sent to each health care provider that submits or has
submitted a request for payment within 30 days of receipt.

C. A health care provider, employee or other interested party is entitled to file a
petition for payment fomedical and related services for determination of any
dispute regarding the provision of medical services.
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When there is a dispute whether a request for future medical, surgical and hospital
services, nursing, medicines, and mechanical, surgicaisaidasonable and

proper under § 206 of the Act, the employer/insurer must file a notice of
controversy within 30 days of receipt of the request. A copy of the notice of
controversy must be sent to the originator of the request. A health care provider,
employee, or other interested party is entitled to file a petition for payment of
medical and related services for determination of any dispute regarding the
request for medical, surgical and hospital services, nursing, medicines, and
mechanical, surgicaids.

Payment of a medical bill is not an admission by the employer/insurer as to the
reasonableness of subsequent medical bills.

Nothing in this chapter precludes payment agreements to promote the quality of

care and/or the reduction of health ceosts.

A. A written payment agreement directly between a health care provider and an
employer/insurer supersedes the maximum allowable payment otherwise
available under this chapter.

B. A written payment agreement between a health care provider and an émtity ot
than the employer/insurer seeking to invoke its terms supersedes the maximum
allowable payment otherwise available under this chapter only if the
employer/insurer is a contractual beneficiary of the payment agreement on the
date of service.

C. An employeeetains the right to select health care providers for the treatment of
an injury or disease for which compensation is claimed regardless of any such
payment agreement.

D. An employer/insurer that invokes a payment agreement to pay an amount that is
different from the maximum allowable payment otherwise available under this
chapter shall reference that payment
explanation of payment or benefit.

E. Inthe event of a dispute as to whether there is a payment agreement that
supersedes the maximum allowable payment otherwise payable, the burden is
on the party invoking the payment agreement to provide a written contract
bet ween the provider and the network w
This contract must establishe partyds right to pay an
provided in this chapter. Failure to produce the contract within 30 days of a
request will result in the bill being subject to the maximum allowable payment
established in this chapter.

Payment to oubf-state health care providers who treat injured employees
pursuant to 39-A M.R.S.A. § 206 are subject to this chapter.
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Modifiers which affect reimbursement are as follows:

-22 Increased Procedural Services: pay 150% of the maximum allowable payment
underthis chapter.

-50 Bilateral Procedure: pay 150% of the maximum allowable payment under this
chapter for both procedures combined.

-51 Multiple Procedures: pay the highest weighted procedure at 100% of the
maximum allowable payment under this chapter dinaldalitional procedures at
50% of the maximum allowable payment under this chapter.-ohdebdes are
not subject to discounting.

-52 Reduced Services: pay 50% of the maximum allowable payment under this
chapter if the procedure was discontinued aftéhd)employee was prepared for
the procedure and 2) the employee was taken to the room where the procedure
was to be performed. Pay 100% of the maximum allowable payment if the
procedure was discontinued after 1) the employee received anesthesia or 2) the
procedure was started (e.g. scope inserted, intubation started, incision made).

-53 Discontinued Procedure: pay 25% of the maximum allowable payment under
this chapter.

-54 Surgical Care Only: pay the intbgerative percentage of the maximum
allowablepayment under this chapter.

-55 Postoperative Management Only: pay the pogérative percentage of the
maximum allowable payment under this chapter.

-56 Preoperative Management Only: pay the-pperative percentage of the
maximum allowable payment dar this chapter.

-59 Distinct Procedural Service: pay 100% of the maximum allowable payment
under this chapter (not subject to multiple procedure discounting).

-62 Two Surgeons: pay each surgeon 75% of the maximum allowable payment
under this chapter.

-66 Surgical Team: pay 100% of the maximum allowable payment under this
chapter for the surgical procedure and 25% of the maximum allowable payment
under this chapter for the surgical procedure for each additional surgeon in the
same specialty as the primayrgeon. If the surgeons are of two different
specialties, each surgeon must be paid 100% of the maximum allowable payment
under this chapter.
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-73 Discontinued OdPatient Hospital/Ambulatory Surgery Center (ASC)
Procedure Prior to the AdministrationAhesthesia: pay 50% of the maximum
allowable payment under this chapter.

-80 Assistant Surgeon: pay 25% of the maximum allowable payment under this
chapter.

-81 Minimum Assistant Surgeon: pay 10% of the maximum allowable payment
under this chapter.

-82 Assstant Surgeon (when qualified resident surgeon not available): pay 25%
of the maximum allowable payment under this chapter.

-AS Assistant Surgeon (physician assistant, nurse practitioner, or clinical nurse
specialist): pay 25% of the maximum allowabs/ment under this chapter.

-AD Surgical Anesthesia: Physician medically supervised more than 2 to 4
concurrent procedures: pay 50% of the maximum allowable payment under this
chapter.

-QK Surgical Anesthesia: Physician medically directed 2, 3, or 4 camturr
procedures: pay 50% of the maximum allowable payment under this chapter.

-QX Surgical Anesthesia: CRNA was medically directed by a physician (2, 3, or 4
concurrent procedures): pay 50% of the maximum allowable payment under this
chapter.

-QY Surgical Aesthesia: Physician medically directed a CRNA in a single case:
pay 50% of the maximum allowable payment under this chapter.

-XE Separate Encounter: pay 100% of the maximum allowable payment under
this chapter (not subject to multiple procedure discoghtin

-XP Separate Practitioner: pay 100% of the maximum allowable payment under
this chapter (not subject to multiple procedure discounting).

-XS Separate Structure: pay 100% of the maximum allowable payment under this
chapter (not subject to multiple praltege discounting).

-XU Unusual NorOverlapping Service: pay 100% of the maximum allowable
payment under this chapter (not subject to multiple procedure discounting).
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1.08 FEES FOR REPORTS/COPIES

1. Health care providers may charge for completing an irdtegnostic medical report
(Form M-1) or other supplemental report. The charge is to be identified by billing
CPT® Code 99080.

2. The maximum fee for completing an initial-Mform or other supplemental report
is: Each 10 minutes: $30.00

3. Health care proders may charge for copies of the health care records required to

accompany the bill. The charge is to be identified on the bill B#E Code
S9981 (units equabtal number of pagesThe maximum fee for copies is $5 for
the first page and 45¢ for daadditional page, up to a maximum of $250.00.

4. For copies of health care records or other written information, including, but not
limited to, billing records furnished in paper form, the maximum fee is $5 for the
first page and 45¢ for each additional @agp to a maximum of $250.00. The
copying charge must be paid by the requesting party. Health care providers shall
not require payment prior to responding to the request unless the requesting party
has an unpaid balance for previously requested infoom&iom the health care
provider. In this event, a health care provider may require payment of the past due
balance in addition to preayment of the current request prior to responding to the
request. Health care providers shall not charge a fee fagadshipping, sales tax,
or a fee for researching a request that results in no records.

5. If the requested information exists in a digital or electronic format, the health care
provider shall provide an electronic copy of the requested information, if an
electronic copy is requested and it is reasonably possible to provide it. The health
care provider may charge reasonable actual costs of staff time to create the
electronic information and the costs of necessary supplies, up to a maximum of
$150.00.The copyng charge must be paid by the requesting party. Health care
providers shall not require payment prior to responding to the request unless the
requesting party has an unpaid balance for previously requested information from
the health care provider. In tresent, a health care provider may require payment of
the past due balance in addition to-pesyyment of the current request prior to
responding to the request. Health care providers shall not charge a fee for
postage/shipping, sales tax, or a fee foeaeshing a request that results in no
records.

1.09 FEES FOR MEDICAL TESTIMONY

1. Health care providers may charge for preparing to testify at depositions and hearings
and for attendance at depositions and hearings for the purpose of giving testimony.
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2. The maximum fee for preparing to testify at depositions and hearings is:
First 30 minutes: $250.00
Each additional 15 minutes: $125.00
3. The maximum fee for attendance at depositions and hearings for the purpose of

giving testimony is:

First hour or any fretion thereof:  $500.00

Each subsequent 15 minutes: $125.00

4. Travel time for attendance at depositions and hearings for the purpose of giving
testimony is paid on a portal to portal basis when a deposition or hearing is more
than ten miles from the healthec e pr ovi der 6s home base.
portatto-portal travel for the purpose of giving testimony is:

Each 60 minutes: $400.00

5. Health care providers may request advance payment of not more than $400.00 in
order to schedule attendance at depwsstand hearings. The advance payment will
be applied against the total fees for medical testimony (preparation, travel, and
attendance).

6. Health care providers will receive a maximum of $350.00 per canceled deposition
when the cancellation occurs leean 24 hours prior to the scheduled start of the
deposition. Health care providers will receive a maximum of $300.00 per canceled
deposition when the cancellation takes place less than 48 but more than 24 hours
prior to the scheduled start of the depositiThe party canceling the deposition is
responsible for the fee.

1.10 EXPENSES

1. The employer/ insur er nralaed expeasesinclmred e mp | o
for treatment (includes travel to the pharmacy) related to the claimed injury in
accordance witlBoard Rules and Regulations Chapter 17.

2. The empl oyer/ insur er nralaed expeases withine30 e mp | o
days of receipt of a request for reimbursement.

3. The empl oyer/insurer musftpockeecostslfour se t he
medicines andther nortravetrelated expenses within 30 days of a request for
reimbursement accompanied by receipts.
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1.11 MEDICAL INFORMATION

1.

A. Pursuant to 39-A M.R.S.A. 8§ 208(1), authorization from the employee for

release of medical information by health carevters to the employear the

empl oyeeds ,r eepmpel soeynetra toirvet he empl oyer 6s
or insurero06s representative I s not requ
of an injury or disease that is claimed to be compensabler inis Actregardless

of whether the claimed injury or disease is denied by the employer/insurer

B. Pursuant t@9-A M.R.S.A. 8§ 208(1), health care providers must, at the written

request of the employer/insur@presentative, furnistopies é health care

records or other written information, including, but not limited to, billing records

to the employer/insurer representative and to the employee representative (if none,

to the employee) pertaining t odsaases!| ai me
regardless of whether the claimed injury or disease is denied by the
employer/insurerCopies must be furnished within 10 business days from receipt

of the written request. An itemized invoice must accompany the copies sent to the
requestor.

C. Rursuant t@39-A M.R.S.A. 8§ 208(1), health care providers must, at the written

request of the employeer t he empl oy ee 0 scopiesqfhealth ent at i
care records or other written information, including, but not limited to, billing
recordstoth empl oyee or t he epengningty@aaiined repr e
workerso compensation injury or disease
or disease is denied by the employer/insi€epies must be furnished within 10

business days from receipf the written request. An itemized invoice must

accompany the copies sent to the requestor.

A. Except as provided in subsection 3 of this section, if the employer/insurer or
employee representative contends that medical informatieexseng and

sulsequent to the workplace injury for which claim is being made is relevant to

i ssues in the workersodo comp2Zstdathion cas
Appendi x V. Within 14 calendar days th
representative, agefined in paragraph C of this section, shall sign the release and

return it to the requesting party.

B. All parties, including health care providers, shall only use Form Y22Bset
forth in Appendix V. The use of forms other than the ones set foAppendix
V and/or requiring additional forms is prohibited.

C. For purposes of this section, dauth
definition as set forth in 22 M.R.S.A 8§ 17C(1)(A).
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D. Health care providers mustrnish copies of theealth cargecords within 30
calendar days from receipt of a properly completed Form Y¥2B

E. Form WCB220 may be revoked using Form WQRBOR.

A. In the event that the employer/insurer or employee representative contends that
testing, treatment or counselirgcads related to psychological matters,

HIV/AIDS, substance abuse, or sexually transmitted disease matters are relevant

to issues in the workersodo compensation
information as agreed upon by the represented parties. [fileseated parties

agree, the parties shall use Form WEZRA, WCB220B, or WCB220C, set

forth in Appendix V, as appropriate. Within 14 calendar days the employee or the
empl oyeeb6s authorized representative, a
shal sign the release and return it to the requesting party.

B. All parties, including health care providers, shall only use Form \2ZIB\,
WCB-220B, or WCB220C set forth in Appendix V. The use of forms other than
the ones set forth in Appendix V andfequiring additional forms is prohibited.

C. In all other cases such information shall be requested on written motion to the
Administrative Law Judge showing the need for the information. The
Administrative Law Judge may authorize the release of thism#tion subject to
appropriate terms and conditions as to reasonable protection of confidentiality.

D. For purposes of this section, fdautho
definition as set forth in 22 M.R.S.A 8 17#C(1)(A)E. Health care providers

mustfurnish copies of theealth care records within 30 calendar days from

receipt of a properly completed Form W2B0A, WCB220B, or WCB220C or

within 30 calendar days from receipt of an order of an Administrative Law Judge.

F. Form WCB220A, WCB220B, orWCB-220C may be revoked using Form
WCB-220R.

A. If an employee who is being paid pursuant to a compensation payment scheme
revokes a medical release using Form WZBR, the employer/insurer may file
a Motion to Compel with the Administrative Law Judgsigsed to the case.

B. The Motion must include, at a minimum:

(i) A copy of the medical release form that was revoked,;

(i) The relevant Form WCR20R,;

(i) Proof that the revocation was sent to the relevant health care

provider(s);

(iv) An explandion of why continued receipt of the medial records is
necessary to adjust the employeeds c
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(v) Notice that the employee has 21 days to respond to the Motion.

C. The employee may reply within 21 days after receipt of the Motion. The reply
mustexplain why continued receipt of the medical records is not necessary to
adjust the employeeds cl ai m.

D. The Administrative Law Judge may grant the Motion to Compel if continued
receipt of the medical records I s neces

5. Nothing in the Act or these rules requires any personal or telephonic contact
between any health care provider and a representative of the employer/insurer.

6. Health care providers must complete thelNbrm set forth in Appendix | in
accordance with 38 M.R.S.A. 8 208. The use of a form other than the one set
forth in Appendix I is prohibited and may subject the health care provider to
penalty under 3\ M.R.S.A. 8 360.

7. Pursuant to 39-A M.R.S.A. § 208, in the event that an employee changes or is
referredto a different health care provider or facility, any health care provider or
facility having health care records regarding the employee, including x rays, must
forward all health care records relating to an injury or disease for which
compensation is claied to the next health care provider. When an employee is
scheduled to be treated by a different health care provider or in a different facility,
the employee must request to have the records transferred.

8. Fees for copies of medical information are as sg¢tia § 1.08 of this chapter.
1.12 PERMANENT IMPAIRMENT RATINGS

1. Permanent impairment will be determined by the use of the American Medical
Association6s Guides to the Evaluation
copyright 1993.

2. Permanent impairmenkea mi nat i ons performed by the ¢
care provider will have a maximum charge of $450.00.
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SECTION 2. PROFESSIONAL SERVICES

2.01 PAYMENT CALCULATION

1.

Pursuant to 3%\ M.R.S.A. § 209A, the medical fee schedule for services
rendered by inidual health care providers must reflect the methodology
underlying the federal Centers for Medicare and Medicaid Services resource
based relative value scale.

Fees for anesthesia services are calculated for procedure codes by multiplying the
applicableconversion factor times the sum of the base unit (relative value unit
(RVU) of the procedure code plus any modifying units) and time unit. The
definition of the unit components are as outlined below. The conversion factor for
anesthesia services i60500.

Fees for all other professional services are calculated for procedure codes by
multiplying the applicable conversion factor times the-faanility total RVU.
The conversion factor for all other professional services is $60.00.

Fees for professionaésvices (excluding anesthesia) are as outlined in Appendix
Il. In the event of a dispute regarding the fee listed in Appendix Il, the listed
relative weight times the base rate controls.

2.02 EVALUATION AND MANAGEMENT GUIDELINES

1.

Definition of New Ratient

A. A new patient is one who has not received any professional services from the
health care provider (or another health care provider of the exact same specialty
and subspecialty who belongs to the same group practice) within the past three
years,or

B. A new patient is one who is being evaluated for a new injury/iliness to determine
work relatedness/causality, or

C. A new patient is one whs being seen for a new episode of care for an existing
injury/iliness.

Payments foNew Patient Visits

Only one new patient visit is reimbursable to a health care provider (or another health
care provider of the exact same specialty and subspecialty who belongs to the same
group practice) for the same patient relating to the sgisede of care.

Forpuposes of this section, NRepi sode of c:
provided by the health care provider (or another health care provider of the exact
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same specialty and subspecialty who belongs to the same group practice) for the same
patient for the same injury/illness from date of initial examination to date of
discharge from care.

2.03 ANESTHESIA GUIDELINES
1. Definition of the Unit Components

A. Base Unit: RVU of the five digit anesthesia procedure code (601999) listed
in Appendix Il plusthe unit value of the physical status modifier plus the unit
values for any qualifying circumstances.

Physical Status Modifiers. Physical Status modifiers are represented by the initial
|l etter O0PO6 foll owed by a sfollowgngkst. di gi t

UNIT VALUE
P1. A normal healthy patient 0
P2: A patient with mild systemic disease 0
P3: A patient with severe systemic disease 1
P4: A patient with severe systemic disease that is
a constant threat ide 2

P5: A moribund patient who is not expected to survive
without the operation 3

P6: A declared brairdead patient whose organs are being
Removed for donor purposes 0

Qualifying Circumstances. More than one qualifying circumstamag be

selected. Many anesthesia services are provided under particularly difficult
circumstances, depending on factors such as the extraordinary condition of
patient, notable operative conditions, and/or unusual risk factors. This section
includes a lisbf important qualifying circumstances that significantly affect the
character of the anesthesia service provided. These procedures would not be
reported alone, but would be reported as additional procedure numbers qualifying
as an anesthesia proceduresenvice.
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UNIT VALUE

99100: Anesthesia for patient of extreme age, under

one year and over seventy 1
99116: Anesthesia complicated by utilization of total

body hypothermia 5
99135: Anestlesia complicated by utilization of

controlled hypotension 5
99140: Anesthesia complicated by emergency conditions

(an emergency is defined as existing when delay
in treatment of the patient would lead to a signifi
cant increase in the thrdatlife or body part) 2

B. Time Unit: Health care providers must bill the number of minutes of anesthesia
time. One time unit is allowed for each 15 minute time interval, or significant
fraction thereof (7.5 minutes or more) of anesthesia time. If anestties
extends beyond three hours, one time unit for each 10 minute time interval, or
significant fraction thereof (5 minutes or more) is allowed after the first three
hours. Documentation of actual anesthesia time is required, such as a copy of the
anestlesia record.

Calculation Examples

A. In a procedure with a RVU of 3 (no modifiers) requiring one hour of anesthesia
time, the total units are determined as follows:

Base Unit 3.0 units
Time Unit + 4.0 units
Total Units = 7.0 units

B. In a proceure with a RVU of 10, modifying units of 1 and qualifying
circumstances of 2, requiring four hours and thirty minutes of anesthesia time, the
total units are determined as follows:

Base Unit 13.0 units
Time Unit (First three hours) + 12.0 units
Time Unit (Subsequent 90 minutes) + 9.0 units
Total Units = 34.0 units

C. Inboth cases, the maximum allowable payment is determined by multiplying the
total units by the conversion factor.

Total Units X Conversion Factor = Maximum Allowable Paymen

CONVERSION FACTOR = $50.00
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2.04 SURGICAL GUIDELINES

1. For surgical procedures that usually mandate a variety of attendant services, the
reimbursement allowances are based on a global reimbursement concept. Global
reimbursement covers the performance ofhgic service and the normal range
of care required before and after surgery. The normal range of post-surgical care is
indicated under fAGlI obal Dayso in Append
for a surgical procedure includes all of the following:

A. Any visit that has as its principal function the determination that the
surgical procedure is needed.

B. All visits which occur after the need for surgery is determined and are
related to or preparatory to the surgery.

Surgery.

D. All post-surgical cee services, which are routinely performed by the
surgeon or by members of the same group within the same specialty as the
surgeon, including removal of sutures.

2. The following four exceptions to the global reimbursement policy may warrant
additional reimiarsement for services provided before surgery:

A. When a pre-operative visit is the initial visit and prolonged detention or
evaluation is necessary to prepare the patient or to establish the need for a
particular type of surgery.

B. When the pre-operatiwgsit is a consultation.

C. When pre-operative services are provided that are usually not part of the
preparation for a particular surgical procedure. For example, bronchoscopy
prior to chest surgery.

D. When a procedure would normally be performed indtfiee, but
circumstances mandate hospitalization.

3. Additional charges and reimbursement may be warranted for additional services
rendered to treat complications, exacerbation, recurrence, or other diseases and
injuries. Under such circumstances, additlaeanbursement may be requested.

4. An incidental surgery will not be paid

5. When two or more surgical procedures are performed at the same session by the
same individual, the highest weighted surgical code is paid086 bf the fee
listed in Appendix Il and additional surgical procedures are paid at 50% of the fee
listed in Appendix Il. Adebn codes are not subject to discounting.
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2.05 DURABLE MEDICAL EQUIPMENT, PROSTHETICS, ORTHOTICS, AND
SUPPLIES

1.

The employer/ingrer must pay for atiurable medical equipment, prosthetics,

orthotics, and suppligbat are ordered and approved by the treating health care
provider.

Fees for durable medical equipmepripsthetics, orthoticeand supplies are as
outlined in AppendiXl. Invoices need not be requested by the employer/insurer.
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SECTION 3. INPATIENT FACILITY FEES

3.01 BILLING

Bills for inpatient services must be submitted on a CMS Uniform Billing-04Bform.
Health care providers are not required to provide theDNR&. Inpatient bills without
the MSDRG do not constitute uncoded bills.

3.02 ACUTE CARE HOSPITALS
The base rate for inpatient services at acute lvaspitals is $11,121.68.

3.03 CRITICAL ACCESS HOSPITALS

The base rate for inpatient services at critizales hospitals is $11,788.98.

3.04 [Reserved]
3.05 PAYMENT CALCULATION

Pursuant to 3% M.R.S.A. § 209A, the medical fee schedule for services rendered by
health care facilities must reflect the methodology and categories set forth in the federal
Centes for Medicare and Medicaid Services sevediggnosis related group system for
inpatient services. Inpatient fees are calculated by multiplying the base rate times the MS
DRG weight. In the event of a dispute regarding the fee listed in Appendix llistée:

relative weight times the base rate controls. For inpatient services that take place during
two different calendar years, payment is calculated based on the fees in effect on the
discharge date.

3.06 OUTLIER PAYMENTS

The threshold for outlier paymts is $75,000.00 plus the fee established in Appendix llI.
If the outlier threshold is met, the outlier payment is the charges abotredbbold
multiplied by 75%.

3.07 IMPLANTABLES

Where an implantable exceeds $10,000.00 in cost, an acute cdtearaccess hospital

may seek additional reimbursement by submitting a copy of the invoice(s) along with the

bill. Invoices need not be requested by the employer/insurer. Reimbursement is set at the
actual amount paid plus $500.00. Handling and freiggatges must be included in the
hospital 6s invoiced cost and are not to be
additional reimbursement pursuant to this chapter, the implantable charge is excluded

from any calculation for an outlier payment.
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308 SERVICES INCLUDED

All services provided during an uninterrupted patient encounter leading to an inpatient
admission must be included in the inpatient stay. Services do not include costs related to
transportation of a patient to obtain medical carest€related to transportation are

payable separately.

3.09 FACILITY TRANSFERS

The following applies to facility transfers when a patient is transferred for continuation of
medical treatment between two hospitals:

1. A hospital transferring a patient is gaas follows: The MPRG reimbursement
amount is divided by the number of days duration listed for the DRG; the resultant
per diem amount is then multiplied by two for the first day of stay at the
transferring hospital; the per diem amount is multipliedihy for each
subsequent day of stay at the transferring hospital; and the amounts for each day
of stay at the transferring hospital are totaled. If the result is greater than the MS
DRG reimbursement amount, the transferring hospital is paid thBRIS
reimbursement amount. Associated outliers and@uslare then added to the
payment.

2. A hospital discharging a patient is paid the full 3G payment plus any
appropriate outliers and adshs.

3. Facility transfers do not include costs related to trartapon of a patient to
obtain medical care. Costs related to transportation are payable separately.
3.10 OTHER INPATIENT FACILITY FEES

Inpatient services provided by institutional health care providers other than acute care or
critical access hospitalsmut be pai d at 75% of the provi d
charge.

3.11 PROFESSIONAL SERVICES

Individual health care providers who furnish professional services in an inpatient setting
must be reimbursed using the fees set forth in Appendix Il. The indi\ndaéh care
providerds charges are excluded from any c.
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4.01

4.03

4.04

4.05

SECTION 4. OUTPATIENT FACILITY FEES

BILLING

Bills for hospital outpatient and ambulatory surgical services must be submitted o84 UB
form. Outpatient hospitdiacility services performed on the same day for the same patient
must be reported on a single 08 form.

4.02 ACUTE CARE HOSPITALS

The base rate for outpatient services at acutelaagpitals is $150.05

CRITICAL ACCESS HOSPITALS

The base rate for oudfient services at critical access hospia$174.00.

AMBULATORY SURGICAL CENTERS

The base rate for surgical services at ambulatory surgical cen$drs3.39.

PAYMENT CALCULATION

Pursuant to 3%\ M.R.S.A. § 209A, the medical fee schedulerfeervices rendered by
health care facilities must reflect the methodology and categories set forth in the federal
Centers for Medicare and Medicaid Services ambulatory payment classification system
for outpatient services. Fees for procedure codes mdatad by multiplying the base

rate times the APC weight. In the event of a dispute regarding the fee listed in Appendix
IV, the listed relative weight times the base rate controls.

1. For procedure codes with no CRRCPCS code or for procedure codes
with a status indicator of N, there is no separate payment.

2. If the ACH Fee, CAH Fee or ASC Fee listed in Appendix IV is $600@
procedure code with a status indicator other thath@&h payment must be
calcul ated at 75% of taddeustonreagyl t h car e
charge.

3. When two or more procedure codes with a status indicator of T are billed
on the same date of service, the highest weighted code is paid at 100% of
the fee listed in Appendix IV and additional T status code procedures are
paid at 50%of the fee listed in Appendix IV. Addn codes are not
subject to discounting.

4, When one or more procedure codes with a status indicator of N are billed
without any other outpatient services (i.e. qpatient referred specimens
or the facility collects ta specimen and furnishes only the outpatient labs
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4.06

4.07

4.08

4.09

4.10

on a given date of service, etc.), payment must be calculated at 75% of the
providero6s usual and customary charge.

OUTLIER PAYMENTS

The threshold for outlier payments is $2,500.00 per procedure amsléhplfee listed in
Appendix IV. If the outlier threshold is met, the outlier payment is the charges above the
threshold multiplied by 75%tf a bill has more than one surgical procedure with a status
indicator of J, S or T and one or more of those moes has less than a $1.01 charge,
charges for all status J, S and T lines are summed and the charges are then divided across
the J, S and T lines in proportion to their APC payment rate. The new charge amount is
used in place of the submitted charge amauw the outlier calculation.

IMPLANTABLES

Where an implantable exceeds $250.00 in cost, hospitals or ambulatory surgical centers
may seek additional reimbursement (regardless of the status indicator) by submitting a
copy of the invoice(s) along witihe bill. Invoices need not be requested by the
employer/insurer. Reimbursement is set at the actual amount paid plus 20% or the actual
amount paid plus $500.00, whichever is less. Handling and freight charges must be
included i n t hosstdnadarenbtitotberéimbursed separatelg. d

SERVICES INCLUDED

Outpatient services include olpgation in an outpatient status.

TRANSFERS

The following applies to facility transfers when a patient is transferred for continuation of
medical teatment between two facilities:

1. A hospital or ambulatory surgical center transferring a patient is paid the
maximum allowable payment established in this section.

2. A hospital discharging a patient is paid the full 3G payment plus any
appropriate outlier and adebns per section 3.

3. Facility transfers do not include costs related to transportation of a patient to
obtain medical care. Costs related to transportation are payable separately.

OTHER OUTPATIENT FACILITY FEES

Outpatient services provided mgstitutional health care providers other than acute care or
critical access hospitals and ambulatory surgical centers (e.g. clinical medical

| aboratories, free standing outpatient fac

usual and customacharge.
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4.11 PROFESSIONAL SERVICES

Individual health care providers who furnish professional services in an outpatient setting
must be reimbursed using the maximum fees set forth in Appendix Il. The individual
heal th care pr ovi diem dngcalcutaton af @usier paynentse x c | ude
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AMENDED:
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CHAPTER 5

APPENDIX |
MEDICAL FEE SCHEDULE

PRACTI TI ONERG6S REPQRT (FORM M
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M-1 DIAGNOSTIC MEDICAL REFORT
MAINE WORKERS' COMPENSATION BOARD

EMPLOYEE MAME: EMFLCYEE E3HN (last £ digis. only EMFLCYEE DIEC EWMFLOYEE PHOME:
IO -
EMPFLOYER MAME: EMFLCYER ADDREES:
DATE OF BLILURY: '|'||.ED=H.,||JF|"F:I:I_.L"\{ DDy INJURDY SOCUR O BRPLOYER FREMESES?Y D\'Eﬁ- D N IF MO, LET PLACE OF INJURY
e
SUPERVISOR'E NAME BUPERVISOR'E PHOME: BEPLOYER FAX:

MATUREICALIEE OF ILURY:

DATE OF THIS EXAMIMATION © OmMmaL [PROGRESS [J FIMAL

ICO-5810 DIAGNOSIS CODES;

IM MY ORIMION, THESE DIAGHOSES ARE [ WORK RELATED [0 MOTWORK RELATED [ MOT YET IDENTIFIED AS TO CAUSE

HAVE DIAGHOSTIC TESTS BEEN PERFORMED? [0 YES [0 WO, IF YES, LIST:

15 TREATMENT TO CONTIMUET [JYES, IF YES, DATE TO BE SEEMN AGAIN: [k, IF MO, PATIEMT AT MMIT (O YES [ MO

ESTIMATED LENGTH OF TREATMENT

TREATMIENT PLAN:

OFFICE PROCEDURES:

MEDICAL REFERRAL SPECIALTY: CONFULTANT:

DOES TREATMENT INCLUDE MEDICATION THAT PREVENTS PATIENT FROM DRIVING OR PERFORMING SAFETY SENSITIVE WORK ¥ O ¥ES O MO
IF YES, LIST ALL MEDMCATIONS:

WORK CAPACITY: [ REGULAR DUTY [ MO WORE CAPACITY- IF CHECKED, ESTIMATED DATE OF RETURM

[0 MODIFIED WORK [DESCRIEE RESTRICTIONS BELOW OR OM REVERSE)

IF CHECKED, ESTIMATED LENGTH OF RESTRICTIONS?

BODY REGION(S] THAT RESTRICTIONS APPLY TO:

RESTRICTIONS RECOMMENDED*: List Balow OR [] See side 2 of form for detailed restrictions

"Restrictions are provided at the professional recommendation of the medical provider. Aciual functional testing may not have been parformed o valldate
employves's abliity.

SIGNATURE OF HEALTH CARE PROVIDER DATE

PRINT MAME ADDRESS TELEPHOME
MH1 (Effzchve V12018)
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GUIDELINES FOR COMPLETING THE M1 FORM

ESTIMATED LENGTH OF TREATMENT:

TREATMENT PLAN:
OFFICE PROCEDURES:
MEDICAL REFERRALS:
MODIFIED WORK:

activities allowed

describe in days, weeks, or months

INCLUDE items like REST, MEDICATION, EXERCISE, or other forms of treatment
INCLUDE ltems like CAST, SPLINT, STRAPPING, INJECTIONS, SUTURES, etc.

INCLUDE items like THERAPY, SURGEON, CHIROPRACTIC, etc.
INDICATE RIGHT or LEFT as appropriate; FREQUENCY (Never, Occasional <33% use) and DURATION of

E o T E o T E o T
3 8 2 SPINE/SHOULDER 2 3E UPPER EXTREMITY 2 3 2 LOWER EXTREMITY
D D D()vershoulderWork D |:| DUse of___Arm D I:l DSeated Work Only
D D D awkward neck positions D |:| DFor!:efuI/Repetitive Use of Arm D I:l DLadders
D D [] Reaching D |:| DForcefuIGripping w D I:l DStairs
E D D D Jerking/Tugging El |:| |:|Repetitive Gripping % D I:l DKneeIing/Squatting/Crawling
D D [] Ladders D I:l DPaImDown Lifting D I:l DUse ofFoot Controls, affected foot
D I:‘ D E D l:l DPronation/supination D I:l D
D I:‘ D “ D |:| DReaching D I:l D
D D D Useof  Arm El |:| Dladders D |:| I:]Seated Work Only
D D D Over Shoulder Reaching D |:| I:Ijerking/Tuing D I:l DLadders
'] D I:‘ I:I Forward Reaching El |:| D D I:l DStairs
% D I:‘ [] Ladders D I:l E D I:l DKneeIing{SquattinglCrawling
& D I:l D Jerking/Tugging D D DUse of __ Hand D I:l DUseofFootControls,affected foot
D D [] D |:| DForcefuI/Repetitive Gripping D I:l D
D D D El |:| |:|ForcefuI/Repetitive Pinching D |:| I:]
D I:‘ [] Sitting D I:l DUse ofVibratory Tools D I:l l:]Seated Work Only
D I:l D Bending and Twisting L D D DAwkward wrist positions D I:l DLadders
E D D [] Prolonged seated position E D |:| DPronation/supination a D I:l DStairs
: D D D Kneeling/Crouching/Crawling D |:| Dladders * D I:l DKneeIing/Squatting/Crawling
é D D D Ladders D |:| DHoIds D I:l D
3 D D D Stairs D D DPatientTransfers D I:l D
D I:‘ [] Jerking/Tugging D |:| Djerkingﬁuing D I:l DSeated Work Only
D D D El |:| |:|Use of _ Hand D I:l DKneeIing/Squatting/Crawling
D D D Bending and Twisting D |:| DFor!:efuI/Repetitive Gripping ¥ D I:l DLadders
D I:l D Prolonged seated position D D DFor!:efuI/Repetitive Pinching x D I:l I:]Stairs
% D D [] Kneeling/Crouching/Crawling o D |:| DUse ofVibratory Tools D I:l D
§ D D D Ladders g El |:| Dladders D D I:]
g D I:‘ [] Stairs D I:l DJerkingITuing D I:l DWaIklng
E D I:l D Jerking/Tugging D D D g D I:l I:]Standing
DDD DDD DDDSitting
D D D D |:| D I:J I:l DPush/PuII
Other Activity Restriction Suggestions
TN e iy
= Lifting =
D D D Liftingto 5 Lbs DNoDriving = | D |:| ElNoPush}'PuII
D D D Liftingto 10Lbs l:lNoWorkat Unprotected Heights .;i'_,_ D I:l DPush/PuII to 25 Lbs
D D D Liftingto 15 Lbs DNoWorkon Roof 5 D I:l DPush/PuII to 50 Lbs
D I:‘ [] Liftingto 20 Lbs I:lWorkas Splint Allows D I:l DPush/PulI to75 Lbs
& D I:‘ D Liftingto 25 Lbs DDrivingToand From Work Only D |:| Push/Pull to 100 Lbs
g D I:‘ [] Liftingto 30 Lbs DTooI Meodification D I:l DAvoidjerking/Tugging
E D D D Liftingto 35 Lbs g DWorkStation Evaluation/Modification D I:l DMayWork4Hrs/Dav
= D I:‘ [] Lifting to 40 Lbs = I:lHolds/Restmints D I:l l:lMayWorkGHrs/Day
D I:‘ D Liftingto 50 Lbs DPatientTransfers D I:l DMayWorkB Hrs/Day
Other O] 2 [ [ [ may work 10 Hrs/pay
D Keep Load Close to Body D § D I:l DNoOvertime
D Keep Load in Knee-Chest Range D D I:l I:]N()Douhle Shifts
I:l D I:l DBriefRest/Stretch BreakEvery1-2 Hrs
D D |:| DRotateJobTaslG ifPossible
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DUTIES OF HEALTH CARE PROVIDERS

Pursuant to 39-A M.R.S.A. 8§ 208(2), duties of health care providers are as follows:

il

Except for claims for medical benefits only, within 5 business days from the completion of a medical
examination or within 5 business days from the date notice of injury is given to the employer,
whichever is later, the health care provider treating the employee shall forward to the employer and
the employee a diagnostic medical report, on forms prescribed by the board, for the injury for which
compensation is being claimed. The report must include the employee's work capacity, likely
duration of incapacity, return to work suitability and treatment required. The board may assess
penalties up to $500 per violation on health care providers who fail to comply with the 5-day
requirement of this subsection.

If ongoing medical treatment is being provided, every 30 days the employee's health care provider
shall forward to the employer and the employee a diagnostic medical report on forms prescribed by
the board. An employer may request, at any time, medical information concerning the condition of
the employee for which compensation is sought. The health care provider shall respond within 10
business days from receipt of the request.

A health care provider shall submit to the employer and the employee a final report of treatment
within 5 working days of the termination of treatment, except that only an initial report must be
submitted if the provider treated the employee on a single occasion.

Upon the request of the employee and in the event that an employee changes or is referred to a
different health care provider or facility, any health care provider or facility having medical records
regarding the employee, including x rays, shall forward all medical records relating to an injury or
disease for which compensation is claimed to the next health care provider. When an employee is
scheduled to be treated by a different health care provider or in a different facility, the employee
shall request to have the records transferred.

A health care provider may not charge the insurer or self-insurer an amount in excess of the fees
prescribed in 8209-A for the submission of reports prescribed by this section and for the submission
of any additional records.

An insurer or self-insurer may withhold payment of fees for the submission of any required reports of
treatment to any provider who fails to submit the reports on the forms prescribed by the board and
within the time limits provided. The insurer or self-insurer is not required to file a notice of
controversy under these circumstances, but must notify the provider that payment is being withheld
due to the failure to use prescribed forms or to submit the reports in a timely fashion. In the case of
dispute, any interested party may petition the board to resolve the dispute.

Other reminders:

il

Except for the header information, the remainder of the M-1 form must be completed by the health
care provider. Thisinformationisvi t al t o the administration o
work.

The M-1 form is not submitted to the board.

Pursuant to Board Rules Chapter 5, a health care provider may charge a fee for completing the
initial M-1.

The attachment of narratives is optional; however, an employer/insurer may request, at any time (for

a fee), medical information concerning the condition of the employee for which compensation is
sought. The health care provider shall respond within 10 business days from receipt of the request.
Pursuantto 39-A M.R.S.A. § 208(1) a medical release is not necessary if the information pertains to
an injury claimed to be compensable under the Act (whether or not the claim is
controverted/denied).
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CHAPTER 5
APPENDICES II - IV

NOTE: For a complete copy of the Medical Fee Schedule,
including the Appendices, please see the separate Publication entitled:
"Medical Fee Scheddle | ocated on the Boardods webs
http://www.maine.gov/wch/Departments/omrs/medfeesched.html
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CHAPTER 5
APPENDIX V
MEDICAL RELEASE FORMS

(FORMS WCB-220, WCB-220A, WCB-220B, WCB-220C, AND WCB-220R)
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State of Maine Workers’ Compensation Board
Limited Release of Medical/Health Care Information

SSN (last 4 digits): XCK-XX-

Date of Injury/Tiness:

Notice to emplover/insurer/emploves represepfative: You may only use forms adopted by the State of Mame Weorkers'
Compensation Board for the release of protected medical'health care information to an employer or its insurer. The Board’s forms
may NOT be altered. Abumses may resnlt in penalties.

Notice o emploves: The employerinsurer contends your health care prowider’s medical records, regardless of the date of mjury,
mesning all records relating to the diapnosis, treatment and care, inchoding X-rays, related to the following body parts) and'or
comditionds):

are needed o determine whether your claim for benefits pursuant fo the Workers” Compensation Act (Title 39-A) is compensable.

This release suthorizes any and all health care providers to release the records, regardless of the date of mjury, they have related o the
disgnosis, reatment and care, incloding X-rays, of the body part(s) and‘or conditionds) listed above. This relesse muthorizes the release
of reconds dating from umtil thirty (30) months afier the date I sign this form. This release suthorizes nry health care
provider(s) to release records pursuant to a later request after this release is sipned through the termination date of this release.

Yiou have 14 days fiom receipt of this certificate to complete and retum it to the employer/insurer. I you do not understand this form,
talk with your legal representative. If you do not have a legal representative, 8 Workers" Compensation Board Claims Eesolution
Specialist can help you

Voluntary: I understand I may choose not to complese this form.  IfT choose not to complete this form, n1y claim for benefits may be
demied.

Limited: [ understand this form gives my health care providers permission te release only those health records related to the body
part(s) and’or condition(s) listed above. This form does NOT suthorze oral commmmication with or by any health care provider with
amyone other than me or oy representative.

Bedisclosgre: I understand the information provided pursuant to this release can be redisclosed for the limited purpose of determining
whether my claim for benefits pursuant to the Workers” Compensation Act (Tite 39-A) is compenczable.

Bevocable: T understand I may revoke this authorization at any time in writing, bat doing 20 may resalt in 3 loss of or redwction in,
entilement to workers” compensation benefits. I must revoke my authorization by completing and sending WCE Form 220-F to the
recipient listed below. Note: You may not cancel this release with respect to medical records already provided.

This anthorization does NOT anthorize the release of information regarding testing, treatment or connseling related to:
Psychological matiers; substance abmse; HIV/ Aids and sexmally transmitted diseases.

I amthorize release of my medical records to:

(Bame of Fecipient)
Address of Recipient:

Format Requested (circle one): Electronically (if available): Fax to:

Mail to -

I hereby authorize the above named recipient to obtain from ory health care providen(s) sobject to the terms of this release.

Employee or Authorized Representative Signature Date;

For purposes of this release, “amthorized representative™ has the same defimition as set forthin 22 MBS A § 1TLI1I-C{1)(A).

Tha Stade of Mame provides squal opportmmity in senplryment amd programs. Amcibary aids and sercices are rrailsble o mdividned vt dsabifitos upon reqeest. For
assistamce with this: form, comtact the ATHA Coordinator at the Maine Workens” Conp ion Board. Talepl (BEE) B01-B0ET or TTY Maine Ralry T11.
WCE-2M (off ¥1/18)
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State of Maine Workers’ Compensation Board
Limited Release of Medical/Health Care Information

Related to Psychological Matters

Mame: 55M (last 4 digits): 300-30-
Date of Birth: Date of Injury/Tiness:
Notice to fimsurer senfative: You may onmly use forms adopted by the State of Maine Workers

Compensation Board for the release of protected medical'health care information to an employer or its insurer. The Board’s forms
may NOT be altered. Abuses may resnlt in penalties.

Notice to employee: The employer/insurer contends your health care provider's mental health records related to-

Mental health ¢ i di i
are needed o determine whether your claim for benefits pursuant to the Workers” Compensation Act (Title 39-A) is compensable.

This release suthorizes any and all health care providers to Telease the records, regardless of the date of mjury, they have related o the
comdition(s) listed above. This release authorizes the release of records dating from =~~~ umdil twelve (1) months after the date T
sigm this form This release suthorizes nry health care provider(s) to relesse records pursuant to 3 later Tequest afier this release is
sigmed through the termination date of this releass.

Yoluntars- I understand I may choose not to complete this form  If I choose not to conplete this form, oy claim for benefits may be
demied.

Limited: I understand this form gives my bealth care providers permission to release only those health records related to the
condition(s) listed above. This form does NOT suthorize oral comnmmication with or by any health care provider with anyone other
than me or my representative.

Redisclysure: I understand the information provided porsoant fo this release can be redisclosed for the limited parpose of determiming
whether my claim for benefits pursuant to the Workers” Compensation Act (Titde 39-A) is compenszable.

Eevocable: ] understand I may revoke this authorization at any time in writing, bat doing 20 may resalt in a loss of or reduction in,

enriflement to workers® compensation benefits. T mmst revoke my anthorization by completing and sending WCE Form 220-E to the
recipient listed below. Mote: You may not cancel this release with respect to medical records already provided.

BICHT TO BEEVIEW: You have the right to review youwr menta] health records prier to the suthorized release of the records. You
may add material to your record in order to clarify informsation you believe is false, inaccurate or incomplete.

DM this box if you want to review your records before they are released. By checking this box and sigming below, I understand
the review will be supervised and my review of the records prior to their release may delay the consideration of my claim

I anthorize release of my medical records to:

(Mame of Fecipient)
Address of Recipient:

Format Reguested (circle one): Electronically (if available): Fax to:

Mail to -

I hereby authorize the above named recipient to obtain from oy health care providen(s) subject to the terms of this release.

Employes or Authorized Representative Signature Date:
For purposes of this release, “amhorized representative™ has the same defimition as set forthin 22 ME5.A. § 1TL1I-C{1)(A).

The Stade of Mame provides squal opportmmity in senplryment amd programs. Amcbary aids and sercicss are rrailsble o mdvidned vt dsabifitos upon reqeest. For
assistamce with this form, comtact the ATHA Coordinator at the Maine Workens” Consp ion Board. Talepl (BEE) B01-B0ET or TTY Maine Ralry T11.
WCE-X0-A (off 31/1E)
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State of Maine Workers" Compensation Board
Limited Release of Medical Health Care Information
Related to Substance Abuse

SSN (last 4 digits): JOO{-XX-

Date of Birth: Date of Injury/Tlness:

Notice to_smployer/imsurer/employves representative: You may only use forms adopted by the State of Mame
Workers' Compensation Board for the release of protected medicalhealth care information The Board's forms may
MOT be altered. Abuses may result in penalhes.

Notice to emploves: The employerimsurer/employes representative contends your health care providers’ records related
to the 1dentity, diagnosis, prognosis, or treatment of substance abuse, regardless of the date of injury, are relevant to whether
your elaim for benefits pursuant to the Weorkers' Compensation Act (Title 39-A) is compens=able.

Ths release authorizes any and all bealth care provaders, including Part 2 Program(s) t
{name of fambity/provider)

release the records thev have related to the identity, diagnosis, prognosis, or treatment of substance abuse. This release

authorizes the release of records dating from umii] thirty (30) months after the date I sign this foom

Thas release authorizes my health care providen(s) to release records pursuant to a later request after this release 1s sipned

through the termumation date of thas release.

Yoluntary: I understand I may choose net to complete this form  If T choose not to complete this form, my claim for
benefits may be demed.

Limited: I understand this form gives my health care providers permission to release only those health records related to
the condrfion(z) listed above This form does NOT authonze cral commumeation with or by any bealth care provider with
anyomne other than me or mvy representative.

Bedizclozyre: The information provided pursuant to this release can be redisclosed for the lmited purpose of defermiming
whether my claim for benefits pursuant to the Workers” Compensahon Act (Title 39-4) 1= compensable.
Revocable: I understand I may revoke this auwthonzation at any fime i wintng, but doing so may result in a loss of, or
reduchion m entitlement to workers' compensation benefits. I must revoke my authorizaton by completing and sending
WCB Form 220-E to the recipient hsted below. Note: You may not cancel this release with respect to medical records
already provided

I awthorize release of my medical records to:

(Mame of Recipient)
Address of Recipient:

Format Requested (circle ong): Electromically {if available): Fax to:
Mail to -

I hereby authorize the sbove named recipient to obtain from oty health care providen(s) subject to the terms of this release.

Employee or Authorized Representative Signatmre Date:

For purposes of this release, “authorized representative™ has the same defimition as set forthim 22 MBS A § 1TL1-C{1)(A).

The Stade of Mame provides squal opportmmity in senplryment amd programs. Amcbary aids and sercicss are rrailsble o mdvidned vt dsabifitos upon reqeest. For
assistamce with this form, comtact the ATHA Coordinator at the Maine Workens” Comp ion Board. Talepl (BEE) B01-B0ET or TTY Maine Ralry T11.
WCE-2-B (uff 31/18)
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State of Maine Workers" Compensation Board
Limited Release of Medical Health Care Information
Related to HIV/AIDS and Sexually Transmitted Diseases

SSN (last 4 dizits): FOOK-XX-

Date of Injury/Tlness:

] ] fg- You may only use forms adopied by the State of Maine Workers'
cmmmmmmﬁmmmﬂumm@em The Board's forms may NOT be altered. Abuses

may result in pensltiss.

Notice to emploves: The emplover insurer'smployee representative contends your health care prowiders” medical records related to:
DYMI-]I‘.’in.ﬁecﬁnnsmms,tudnﬂtugﬂlersulEofanIﬂUtest
Dmmagmst,uﬂmmmdmeufmﬂ]mm

are needed o determine whether your claim for benefits pursuant to the Workers” Compensation Act (Title 39-A) is compensable.
This release suthorizes any and all health care providers to release the records they have related to the dispnosis, treatment and care of
the condition(s) listed above, regardless of the date of injury. This release suthorizes the release of records dating

from_ umtl thiny (30) months after the date I sign this form. This relesse authorizes my health care practitioner(s) to release
records pursuant to 3 later request after this release is sizped through the termination date of this release.

Voluntary: I undersand I may choose not to complete this form If T choose not to complete this form, ory claim for benefits may be
demiad

Limited: I understand this form gives my health care providers permission to release only the medical records related to the
condition(s) indicated above. This form does NOT authorize oral commmnication with or by any health care provider with amyone
other than me or My representative.

Bedisclosure: The information provided pursuant to this release can be redisclosed for the limited purpose of determining whether my
claim for benefits pursuant to the Workers” Compensation Act (Title 38-A) is compencable.

Revocable: I understand I may revoke this suthorization at any time in writing, but doing s0 may result o a loss of, or reduction in,
entitlement to workers” compensation benefits. T must revoke my authorization by completing and sending WCEB Form 220-E to the
recipient listed below. MNote: You may not cancel this release with respect to medical records already provided.

Potential Implications of Release: Feleasing this information may have implications. Positive implications may include giving you
mare complete care. Nepative implications may inchode discrimimation if the data is misused.

IMPORTANT NOTICE- By signing this form I understand that I am anthorizing the release of my medical records related to
my HIV infection status and/or my medical records regarding diagnosis, treatment and care of sexnally tran=mitted diseases.

I awthorize release of my medical records to:

(Mame of Recipient)
Address of Recipient:

Format Requested (circle ong): Electromically {if available): Fax to:
Mail to -

I hereby authorize the sbove named recipient to obtain from ory health care providen(s) subject to the terms of this release.

Employee or Authorized Representative Signatmre Date:

For purposes of this release, “authorized representative™ has the same defimition as set forthim 22 MBS A § 1TL1-C{1)(A).

Tha Stade of Mame provides squal opportumity in senplryment amd programs. Amcibary aids and sercicss are rrailsble o mdvidned with dsabilities upon reqeest. For
assistamce with this frm, contact the ADA Coordinator at the Maine Worken” Comp ion Board. Telepk (EEE) B01-20E7 or TTY Maine Rsly 711.
WCE-IM-C (uff 31/1E)
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State of Maine Workers’ Compensation Board
Revocation of Limited Release of
Medical/Health Care Information

Name: SEN (last 4 digits): 3OOCRN-
Diate of Birth: Diate of Injury Tlnes=:

Notice to emploves: This revocation nmst be sent to the recipient who requested access to your records.  You should keep a
copy of the signed form for your records.

(MName)

signed by me on. and proveded to . This release revokes authorzation
(Date) (EmployerInsurer)

D Omly the followmg health care providers:

I understand this revocation may result in a loss of or educton in entilement to workers' compensation benefit=. I also
understand this release does not apply to medical records already provided pursuant to the release.

I have read and understood thas form.

I hereby revoke the release of my medical records:

Employee or Authorized Representative Signatmre Date:

For puposes of this revecation, “authorrzed representatrve™ has the same defimbtion as set forth m 22 MBS A § 1T11-C{IMA).

Notice to rer/imsurer’ Mo entatve: Withm 14 days after recerpt of this form vou must forward a copy to
all health care providers to whom you provided the hrmted release signed by the emploves on the date hsted above.

Notice to employes: Your health care provider may not recerve your revocation immediately and will confirme to release your
records untl they recerve a copy of this revocation. You should provide a copy of this revocation to your health care providers
as soon as possible. You should also keep a copy of this revocation for your records.

The Stade of Mame provides squal opportmmity in senplryment amd programs. Amcbary aids and sercicss are rrailsble o mdvidned vt dsabifitos upon reqeest. For
assistamce with this form, comtact the ATHA Coordinator at the Maine Workens” Consp ion Board. Talepl (BEE) B01-B0ET or TTY Maine Ralry T11.
WCE-XW-R (uff 91/18)
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CHAPTER 6 REHABILITATION

SUBCHAPTER |
PROVIDER PROVISIONS

8§ 1. Board-Approved Employment Rehabilitation Providers/Facilities
1. Minimum Quialifications

An empl oyment rehabil videironp pusesvi tawvkef
five years of experience in employment rehabilitation services, and:

A. Certification as a Certified Rehabilitation Counselor (CRC);

B. A Bachel orés degree in rehabilitatio
and/or
C. AMas er 6s degree in rehabilitation col

2. Application

To become boardpproved, a provider must file an application with the Executive
Director or the Executive Directoros de
RehabilitationServices. The provider must include the following with the

application:

A. An up-to-date résumé;

B. Copies of any active certifications and degrees; and

C. At least one rehabilitation report written by the provider. All confidential
information must beedacted, or the entire application will be rejected and
returned.

The Executive Director or the Executive
applicants to provide additional information.

3. Approval

Only the Board of Directors, in its sole discretion, rdagide whether to add an

applicant to the list of boardpproved providers. The decision must be based

upon the providerds application, | ocat.i
providers.

4, Appointment

Appointments are for two years. A providaeay apply for reappointment at, or
near, the end of the appointment.
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A. The provider must finish work on any referral that was received prior to
expiration of appointment.

B. A provider may be removed from the approved list by the Executive
Directorort he Executive Directords desi gne
comply with the requirements of the
these rules.

8 2. Provider Requirements
1. Evaluation and Plan

A. A provider must consider medical evidence and informatioeived with
a referral for evaluation.

B. If a provider finds the employee is not suitable for employment
rehabilitation services, the provider must clearly articulate the reason(s) in
the evaluation.

C. If a provider finds an employee is suitable for eoypient rehabilitation
services, the provider must include in the evaluation, at a minimum, the
following:

i. Clearly articulated reasons the provider believes employment
rehabilitation services are warranted,;

il. A concise summary of medical records re\eel

iii. The source, date, and description
capacity, including restrictions;

iv. Clearly defined vocational goals for the employee; and

V. A detailed employment rehabilitation plan, including a clear plan
for workforce reentry, an outline of expected costs, and the
estimated length of the plan.

D. A provider must submit the evaluation of the employee to the Executive
Director or the Executive Directoros
the referral from the Board, lass the provider has received an extension
of time from the Executive Director

2. Plan Implementation
A. If a plan is implemented, the provider shall submit monthly reports to the
Executive Director or the Executii2i r ect or 6s desi gnee ar
parties.
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B. The provider shall communicate in a timely and responsive manner with
the Executive Director or the Execut
and during plan implementation.

C. Except in cases #t lump sum settle, no later than thirty days after the
conclusion of the plan, the provider must submit a final report that
indicates whether the employee has returned to work.

I. If the employee has returned to work, the report must indicate
where theemployee is working, and how the plan resulted in that
particular employment.

il. If the employee does not return to work, the report must indicate
why the plan was unsuccessful.

D. The Employment Rehabilitation Fund is not responsible for costs incurred
after a case is lump sum settled. If the provider was not notified of the
date of the lump sum settlement, then any costs incurred after the
settlement date shall be paid by the employer/insurer.

Extension and Modification Requests; Provider

The pravider may request an extension or modification of a previously approved

plan. A request must include the information required in 82(1)(C). The provider

must submit a request for an extension of time or modification to the Executive

Director orthe Executey Di rect or 6s designee within 2
is scheduled to end.

Conflict of Interest

The provider must decline any referral to conduct an evaluation on a case for
which the provider has a conflict of interest and must notify the Executiv
Director or the Executive Directoros de

Billing

A. A provider must submit a completed Vendor Activation/Change form or
other form approved by the State Controller to receive payment for
services provided to the Bah

B. A provider must submit monthly invoices for payment of costs and
services. Invoices must include, at a minimum, dates of service, invoice
number, and provider name and address.

C. Payment for costs and services included in a plan must be madg dorect
providers, unless the payor and the provider agree otherwise.
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SUBCHAPTER Il
APPLICATION AND PLAN

§ 3. Evaluation for Suitability

1. A party seeking rehabilitation services must file an Application for Evaluation for
Employment Rehabilitation Sepgs (WCRB 320) pursuant to 38 M.R.S.A. §
217(1) with the Executive Director or t

A. The application must be complete, include copies of relevant medical
records, and indicate whether the employee is receiving benefiés or
received benefits;

B. The applicant must provide a copy of the application and an attachment
index to the parties; and

C. Proposed rehabilitation plans will not be accepted with the application.

2. A party opposing the application shall file an objectno later than 10 business
days after receipt of the application.

3. If a timely objection is not received, the Executive Director or the Executive
Directorodos designee, after review of th
approved provider.

4, If a timely objection is received, the matter will be forwarded to a Hearing Officer
or Administrative Law Judge (ALJ) for review.

A. The Hearing Officer or ALJ shall require all interested parties to submit
written evidence and arguments pursuant tchedule established by the
Hearing Officer or ALJ. At the discretion of the Hearing Officer or ALJ, a
testimonial hearing may be scheduled for the parties to present relevant
testimony; and

B. The Hearing Officer or AlLRebs decisio
employment rehabilitation services have been voluntarily offered and
accepted.

C. The Hearing Officer or ALJO6s decisio
future application, and is not subject to any appeal.

5. The Employment Rehabilitation Fuilresponsible for the costs associated with
the evaluation.
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8 4. Proposed Employment Rehabilitation Plan

1.

Upon receipt of a proposed plan, the Executive Director or the Executive
Directordéds designee shall forward the p

No later than 10 business days after receipt of the plan:

A. The Executive Director or the Execut
interested party may request clarification of the plan.

I. Requests for clarification must include specific, written qaast
to the provider, with copies provided to the Executive Director or
the Executive Directorods designee

il. The provider shall respond to the request in writing and amend the
report as needed, or request a conference, wities@rovided to
the Executive Director or the Exe
interested parties, no later than 10 business days after receipt of the
request for clarification.

B. The employer/insurer must notify the Board if the employer/insurer
intends to voluntarily pay for the plan. If clarification has been requested,
the employer/insurer must notify the Board if it intends to voluntarily pay
for the plan no later than 10 days after receipt of clarification; and

C. The employer/insurer may fileveritten objection to the plan. If
clarification has been requested, the employer/insurer may object to the
plan no later than 10 days after receipt of the clarification.

If a timely objection is received, the matter will be forwarded to a Hearingedff
or ALJ for review.

A. The Hearing Officer or ALJ shall require all interested parties to submit
written evidence and arguments pursuant to a schedule established by the
Hearing Officer or ALJ. At the discretion of the Hearing Officer or ALJ, a
tegimonial hearing may be scheduled for the parties to present relevant
testimony; and

B. The Hearing Officer or ALJOs decisio
proposed plan is likely to return the injured employee to suitable
employment at a reasonable tos

C. The Hearing Officer or ALJOs decisio
appeal unless the request to implement the plan is denied.

If a timely objection is not received, the Executive Director or the Executive
Directords designee:
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§ 5.

§ 6.

§7.

A. Shall ordermplementation of the proposed plan if the employer/insurer
has agreed to voluntarily pay for the plan; or

B. May, after review of the plan, order implementation of the proposed plan,
with costs to be paid from the Employment Rehabilitation Fund, if the
empoyer/insurer has not agreed to voluntarily pay for the plan.

Extension and Modification Requests; Parties

1.

If a provider requests an extension or modification of a previously approved plan,
the provisions of 84 subsections 1 through 4 apply.

Plan Termination

An employment rehabilitation plan may end in the following ways:

1.

The provider notifies the parties and the Executive Director or the Executive
Directords designee, through a closure
have beemompleted.

The duration allowed under § 217(5) has expired.

A providerodés request for an extension o
or the Executive Directordéds designee, o
the Hearing Officeor ALJ.

The provider terminates the plan because the applicant is unwilling or unable to
continue, or is otherwise uncooperative.

The parties enter into an agreement to end the plan.
A Hearing Officer or ALJ orders the plan to end.

Theapplicat 6s wor kersdé6 compensation claim |
Rehabilitation Fund is not responsible for costs incurred after a case is lump sum
settled. If the provider was not notified of the date of the lump sum settlement,

then any costs incurregdter the settlement date shall be paid by the

employer/insurer.

Recovery of Costs

1.

If an injured employee returns to suitable employment after completing a
rehabilitation plan to which the employer/insurer did not agree to pay, the

Executive Diret or or the Executive Directoros
employer/insurer to pay an amount equal to 180% of the costs paid, except the

cost of the evaluation, from the Employment Rehabilitation Fund.

The employer/insurer shall, no laterthan 14 dayseaf r ecei pt of t he
order, either pay the amount ordered by the Board or file a petition in the Central
Of fice of the Workersd Compensation Boa
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3. If a timely petition is received, the Board shall refer the matter toanedi

4, If the matter is not resolved during mediation, the matter will be forwarded to a
Hearing Officer or ALJ for hearing.

A. The provisions of Chapter 12, 88@ 9, and 1219 apply to hearings
conducted under this section.

B. The employer/ins@r may raise all issues and defenses that were, or could
have been raised, in any prior proceeding conducted under this chapter or
§ 217.

C. The Hearing Officer or ALJOGs decisio
39-A M.R.S.A. § 321B.

STATUTORY AUTHORITY: 39-A M.R.S.A. 88 152, 217

EFFECTIVE DATE:
January 15, 1993 (EMERGENCY)

EFFECTIVE DATE OF PERMANENT RULE:
April 7, 1993

EFFECTIVE DATE (ELECTRONIC CONVERSION):
April 28, 1996

NON-SUBSTANTIVE CORRECTIONS:
September 12 and October9,1996ddi t i on of header, changed

REPEALED AND REPLACED:
July 4, 2001

NON-SUBSTANTIVE CORRECTIONS:
January 8, 2003character spacing only.
March 17, 2004 apostrophe in title only.

REPEAL AND REPLACE:
August 18, 2014 filing 20141677 186

AMENDED:
September 1, 2018filing 2018-122- 136
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CHAPTER 7 UTILIZATION REVIEW, TREATMENT GUIDELINES,
PERMANENT IMPAIRMENT

This rule estabsihes the appropriate use of Treatment Guidelines for determining the extent and
duration of treatment provided to injured workers. It outlines the process for Board certification

of entities to perform utilization review activities, sets forth Utilizafreview procedures, and
designates the Boardds appeal process. Additi
determining permanent impairment.

8 1. Certification

1. An entity may conduct utilization review only if that entity is certified by the
Board.
2. An Insurer, SeHinsurer or Group Selihsurer which contracts with another entity
to perform utilization review activities, maintains full responsibility for
compliance with Maine Workersd Compensa
3. To become certifiedybthe Board, the entity shall show proof of one the following

by attaching the appropriate documentation:

A. Unconditional Certification: Accreditation by the Utilization Review
Accreditation Commission (URAC) wunde
Compensation Ultization Management Standards by providing a copy of
the Certificate of Accreditation and any other documents/information as
requested by the Board; or

B. Conditional Certification: Verification that an Application for
Accreditation unWerrk dJJRAAGCC 6Go Mippd n vantail o r
Management Standards has been submitted to URAC by providing a copy
of the URAC confirmation letter indicating the application is under review
and any other documents/information as requested by the Board.

(1) The entity equesting Board certification shall advise the Board if
the URAC application is withdrawn or denied. Withdrawal or
denial of the URAC application shall result in immediate
revocation of Board certification.

(2) Within six months of applying for a ConditiahCertification, an
entity must submit proof of accreditation as outlined in A above
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and achieve Unconditional Certification. If proof of accreditation is
not provided, immediate revocation of Board certification will
result. Entities may rapply for Boad certification as outlined in

this Chapter at any time.

4, An Unconditional Board certification shall expire for entities upon the date of
their URAC certification expiration date unless proof that URAC certification has
been renewed and the new expoatdate is provided.

5. The Board may at any time revoke certification to perform Utilization Review
upon findings that an entity is not in compliance with any portion ¢4 39
M. R.S.A. A 210 or Workerso6 Compensation

6. The Board maytaany time request case records for purposes of investigating
Insurers/Utilization Review Agents compliance with8M.R.S.A. § 210 and
Board Rules.

7. The Board shall make available the list of entities certified by the Board to

perform utilization revies activities.
§2. [Reserved]
§ 3. Utilization Review; Procedures

1. When an employer/insurer requests Utilization Review, the employer/ insurer
must notify the injured employee that it intends to initiate Utilization Review.

2. Notice to the employee mijgt a minimum, contain:
A. An explanation of the reason(s) Utilization Review is being requested;
B. Identification of the Utilization Review Agent that has been selected; and
C. Notice that the injured employee can send a letter to the Utilization

Reviev Agent, within 10 days, explaining why the contested treatment is
appropriate.

3. If the employer/insurer fails to send the required notice to the injured worker, the
employer/insurer will be precluded from entering the Utilization Review
determination ito evidence in any subsequent Board proceeding.

4, If the Insurer/Utilization Review Agent makes a request for records, the health
care provider may insist the request be submitted in writing. The provider shall in
turn provide the requested informatiorthim ten (10) business days. A fee for
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§4.

medi c al records or narratives shall be
Compensation Board Rule Chapter 5.

5. After each level of Utilization Review, the Utilization Review Agent shall provide
notice to the injured eptoyee, the affected health care provider(s), and the
empl oyer/insurer of the Utilization Rev
must include an explanation of each par
6. Within one business day of the completion of the final let&ltdization

Review, the Utilization Review Agent shall send a report to the injured employee,

the affected health care provider, and the employer/insurer. This report must

i nclude, at a mini mum, the Utilizati on
reasms therefore.

7. If the Insurer/Utilization Review Agent determines that the provider of record has
made any excessive charges or required unjustified treatment, hospitalization or
visits, the health facility or health care provider may not receive payforahiose
health care services from the Insurer and is liable to return to the Insurer any such
fees or charges already collected.

8. Except as ordered pursuant tecBM.R.S.A. § 206(2)(B), the injured employee
is not liable for any portion of the codtany provided medical or health care
services.

Board Appeals

1. Once a health care provider or an employee has received final notification that
health care services will not be certified by the UR Agent, the health care
provider, employee or theirpeesentative may initiate a Board Appeal by
submitting a copy of the notification not to certify to the Board. This submission
shall be referred to the appropriate Claims Resolution Specialist. If the Claims
Resolution Specialist is unable to informallgabse the dispute, it shall be
scheduled for mediation.

2. Once a provider receives notification that they are liable for the return of any fees,
the provider may submit a copy of the notification to the Board. This submission
shall be referred to the ammriate Claims Resolution Specialist. If the Claims
Resolution Specialist is unable to informally resolve the dispute, it shall be
scheduled for mediation.

3. If the mediator is unable to informally resolve the dispute, the matter shall, upon
appropriate ptition, be scheduled for a formal hearing.
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§ 5.

Except as provided in Section 3.3, a Utilization Review report is admissible as
evidence of the appropriateness in terms of both the level and quality of health
care and health care services provided an idjareployee, but is not binding on
these issues.

Definitions

1.

Board Appeal: If a health care provider or injured employee disagrees with the
determination rendered in the utilization review process, that party may appeal to
the Board by submitting @py of the notification not to certify.

Conditional Certification: Certification by the Board of an entity to perform

utilization review activities that requires proof of application for accreditation

with the Utilization Review Accreditation Commiseio ( URAC) under URF/Z
National Workersdé6 Compensation Utilizat

Insurer: An insurance carrier, s@fisurer or group sefhsurer.

Treatment Guidelines: Standards of care and clinical pathways approved by the
Wor ker sé6 idb®mamle ns at

Unconditional Certification: Certification by the Board of an entity to perform
utilization review activities that requires proof of accreditation by the Utilization
Review Accreditation Commission (URAC)
Compersation Utilization Management Standards.

Utilization Review (UR): The initial prospective, concurrent or retrospective

evaluation of the appropriateness in terms of both the level and the quality of

health care and health services provided an injurgaasgee, based on the
appropriate Maine Workersé Compensation

Utilization Review Accreditation Commission (URAC): a rpirofit organization
established to encourage efficient and effective utilization management processes
andto develop and provide a method of evaluation and accreditation of utilization
management programs.

Utilization Review Agent: Any person or entity, including insurance carriers,
self-insurers, and group selisurers, certified by the Board, to perfoatilization
review activities.
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CHAPTER 8 PROCEDURES FOR PAYMENT

SUMMARY: This rule clarifies the procedures for payment of compensation required by the
Act.

8 1. The initial Statement of Compensation Paid, Interim Report (VECBshall be filed with
the Board within 195 days of the date of an injury where indemnity pagrhnaue been
made, and as a Final Report when no further payments are anticipated. Subsequent
Statements of Compensation Paid (WCB shall thereafter be filed with the Board
within fifteen (15) days of each anniversary date of an injury when paymesty ofpe
have been made since the previous Statement of Compensation Paidl@\WCBe
Statement of Compensation Paid (WAB) is required when only medical payments are
made subsequent to the filing of a Final Report. There is no requirement to file the
Statement of Compensation Paid on claims when payments are made for medical only
services and no indemnity was ever paid on the claim.

82. I n cases in which the employeebds claim is
file a single Notice of Contreersy for purposes of contesting all present and future claims
for medical expenses accrued until the Board enters an order resolving the Notice of
Controversy. A copy of this Notice of Controversy must be sent to health care provider if
the reasonableneesf t he heal th care providerdés bill
provided in W.C.B. Rule Ch. 5, the employer is not required to file a Notice of
Controversy contesting a claim for medical expenses if there is already a pending Notice
of Controversyindicai ng a di spute on the employeebds ¢
same date of injury.

8 3. When an employee is paid 1/2 day or more wages on the date of injury, the date of injury
will not be considered a day of incapacity.

8 4. Incapacity compensation bditgpayments shall be paid weekly and directly to the
empl oyee entitled to that compensation at
at any place that employee designates.

85. I'f the employeebs date of ienmpulroyy eiesd so ni nocra p.
benefits must be calculated by multiplying
two (2) and then dividing that amount by three (3).
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§ 6.

§7.

§ 8.

The employer is obligated to make all payments of benefits ordered by an Administrative

Law Judge of the Workerso6 Compensation Boar
of fact and conclusions of law requested pursuant{d B2R.S.A. § 318 and pending

any appellate process.

Interest on awards of compensation must be calculatecelntployer and paid to the
employee pursuant to 3 M.R.S.A. § 205(6). Interest must be paid to the employee

even if there is no express language in the decision of the mediator or Administrative Law
Judge ordering such payment. Interest must be caldulateg the formulae and table
contained in Appendix |.

.I'f the injured employeebs date of injury i:

calcul ated at a rate of 80% of-tactatemgedi f f er
weekly wage befie the injury and the aftéax average weekly wage that the

employee is able to earn after the injury, but not more than the maximum benefit

under section 211. To calculate partial benefits:

1. Determine the 80% r-amjurgavdrgerweekhbhe empl o
wage using the Weekly Benefit Table in effect at the time of the
empl oyeef6s injury.

2. Determine the 80% r arjue wéeklyeartinyge e mpl o
using the Benefit Table used in step 1 above.

3. The difference between the pasjury rate and the prmjury rate is the
partial benefit amount.

.I'f the injured employeebs date of injury i:

equal to 2/3 of the difference due to the
weekly wagesearnings or salary before the injury and the average gross weekly

wages, earnings or salary that the employee is able to earn after the injury, but not

more than the maximum benefits under section 211. To calculate partial benefits:

1. Determine 2/3ofth empl|l oyeeds gross average Wt
salary in effect at the time of the
2. Determine 2/ 3 o finjutytweeklyeanpngsoy ee6s post
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3. The difference between the pasjury rate and the prmjury rate is the
partial benét amount.

8 9. For dates of injury prior to January 1, 2013, form WZBshall be completed based on
the empl oyeebds federal tax return filed fo
injury, unless the employee demonstrates a change in hstaiias or number of
dependents since the calendar year for which the tax return was filed.

§ 10. If an employee is released to return to work without restrictions or limitations due to the
injury before exhausting the seven day waiting period, a NotiC®wotroversy is not
required to be filed regarding incapacity benefits unless the employee makes a specific
claim for benefits.

8 11. Reductions or discontinuances pursuant t&A34.R.S.A. 8 205(9)(A) are governed by
this section.

1. Except as providenh paragraph (2) of this stdection, reductions and
discontinuances pursuant to-89M.R.S.A. 8 205(9)(A) must be based on the

empl oyeeds actual earnings.
2. An empl oyer may discontinue benefits re
earnings if:
A. Theemployee returns to work without restrictions or limitations, due to
the injury for which benefits are be

treating health care providers; and

B. There are no conflicting medical records with respect to the lack of
redrictions or limitations due to the injury for which benefits are being
paid.

C. For purposes of this subsection, return to work includes periods where:

(1) The employee is released tourt to work without restrictions or
limitations due to the injury for which benefits are being paid by the
empl oyeeds treating health care prov

(2) There are no conflicting medical records with respect to thedack
restrictions or limitations due to the injury for which benefits are being
paid; and

(3) The employee, instead of returning to work, receives vacation pay,
Apaid time offo or its faagularwages.ent , o
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3. The Discontinuance or Modification of Compensation (W@Bhall be filed by
the employer or insurer within 14 days after the employee returns to work or
receives an increase in pay discontinuance or reduction pursuarfto 39
M.R.S.A.8 205(9)(A).

§ 12. When an employer or insurer makes payments of compensation pursuant to an agreement
by the parties or a decision of the Board, the employer or insurer shall document such
payments by completing the appropriate sections of Form \&/G&rm WCB-4, and/or
Form WCB11.

§ 13. If the employer or insurer disputes a medical bill on a claim for which a First Report was
never filed, the employer or insurer shall file a First Report with the Notice of
Controversy as set forth in W.C.B. Rule Ch83l.

§ 14. All parties shall utilize forms and instructions prescribed by the Board.

§ 15. Pursuant to P.L. 2009, c. 280, reductions and/or discontinuances based on earnings when
an employee returns to work with a different employer and an employer/ihsisréled
a 2kday certificate of discontinuance or a Petition for Review are governed by this
section.

1. Actual documented earnings must be prov
representative to the empl oysretdrntmsur er
work as required by 38 M.R.S.A. 8 308(1). Actual documented earnings must
be received by the employer/insurer fro
representative in writing. The documentation may be pay stubs or other suitable
written evidenceo substantiate the discontinuance or reduction.

2. Reduction or discontinuance pursuant to § 205(9)(B)(1).

A. When benefits are discontinued or reduced pursuant to 8§ 205(9)(B)(1),
actual documented earnings means the written documentation relied upon
by the employer/insurer to justify the reduction or discontinuance
indicated in the 2<tay certificate of discontinuance.

B. The employer/insurer must include, with thedAly certificate of
discontinuance, formWGCRB 3 1 A ( Empl oyeeds Return t
along with the following statement:
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NOTICE

Your weekly benefits will be reduced or discontinued each week to the

amount shown on the 2day certificate of discontinuance. You are

required to provide documentation to the insurer of your weeklyirgs
forthe2tday period by completing the enc
Wor k Report.o I f you fail to provide
discontinuance shown on the-g8ay certificate of discontinuance shall

remain in effect and your benefitsliiot be adjusted.

Within 14 calendar days after the expiration of theda¢ period, or

within 14 days after receipt of documentation from the employee if the
documentation is received after the expiration of the@i period, the
employer/insureshall file with the Board the documentation it has
received along with an amended form W8Bvhich shall also include any
necessary adjustments based on the documentation received by the
employer/insurer.

3. Reduction or discontinuance pursuant to § 2J{B(92)

A.

When benefits are discontinued or reduced pursuant to § 205(9)(B)(2),
actual documented earnings means the written documentation relied upon
by the employer/insurer to justify the reduction or discontinuance
requested in the Petition for Rewie

In addition to the Petition for Review, the employer/insurer shall send to
the employee formWCR 31 A ( Empl oyeeds Return to
along with the following statement:

NOTICE

Your weekly benefits will be reduced or discontinued eaebk to the

amount shown on the Petition for Review. You are required to provide
documentation to the insurer of your weekly earnings while the Petition

for Review is pending before the Wor
completing the ens|l Beedr hotmm W&mpl| Bg
you fail to provide documentation, the reduction or discontinuance shown

on the Petition for Review shall remain in effect and your benefits will not

be adjusted.

The employer/insurer shall file the actual documented rgsmeferenced
in sub§ (1) of this section and form WGBshowing the adjustment that
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was made with the Board at the same time it files the Petition for Review.
Thereafter, the employer/insurer shall, within 30 days after receipt of
actual documented eangs, file with the Board the actual documentation

it has received along with form WGBshowing the adjustment that was
made.

§ 16. When an employee loses a day or more from work that does not result in the filing of a
Memorandum of Payment or a Notice@dntroversy, the employer/insurer shall notify
the Board of the employeebs return to work
original First Report, by filing an 02 First Report using the IAIABC Claims Release 3
format. The e mpl date shallds filed withinseven (7) dayswobtihek
empl oyeeds return to worKk.

817. The empl oyer/insurer shall send -23)do Empl oy
the employee when filing the Memorandum of Payment pursuantAoNR.S.A. 8§
205(7).

§18

1. The Consent Between Employer and Employee (W@Bmay be used when the
parties have agreed to a voluntary payment of a retroactive &oskgeriod of
incapacity, or a modification, reduction or discontinuance in ongoing weekly
incapacity benefitsThe Consent Between Employer and Employee (WIGB
may be used when the parties agree to discontinue or reduce benefits during the
21-day period following the filing of a Certificate of Discontinuance or Reduction
of Compensation (WCHB). The Consent Beeen Employer and Employee
(WCB-4A) cannot be used to reduce or discontinue benefits on a date that is
subsequent to the date the parties sign the WWEB

2. The WCB4A shall be signed by the employee or a representative of the
employee, and a represeitatof the insurer.

3. The parties may agree to the fmgury average weekly wage or may agree to pay
benefits based upon a provisional wage and reserve the issue ofiterre
average weekly wage for later determination by the Board. In either, évent
form shall also indicate whether the employee is receiving 100% of the benefits at
issue for the designated period. If the employee is receiving less than 100% of the
benefits at issue for the designated period, the form shall indicate the percentage
of benefits that the employee is receiving.

4, The employer or insurance carrier shall make compensation payments within 10
calendar days after the WEB is signed by the parties.
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5. Signing the WCB4A does not by itself create a compensation paynah@se.

6. The WCB4 A s hal l be distributed as foll ows:
(2) Employee; (3) Insurer; (4) Employer.

7. Upon request by any of the parties, the Consent Between Employer and
Employee, WCBAA, shall be reviewed within 14 calendiays by an agent at the
Boardodos regional of fices in order to an

employer and employee signing this form.

8. The Consent Between Employer and Employee, WABBshall not be used when
an ongoing order, award of conm@ation, or a compensation payment scheme is
entered under § 205(9)(B)(2).

9. The Payments Division will review the filed Consent Between Employer and
Employee, WCBA4A, in order to verify that the agreed upon benefits were
correctly determined.

10.  The Deputy Director of Benefits Administration will refer abuses of the Consent
Between Employer and Employee, WdBA, t o t he Wor ker sdé Cor
Abuse Investigation Unit.
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